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Management of Carcinoma of the Uterine Cervix 


Tan MacponaLp, M.D., and Lewis W. Guiss, M.D., Los Angeles 


SUMMARY 


The long, occult phase of pre-invasive car- 
cinoma of the uterine cervix provides the 
clinician with his greatest opportunity in the 
actual prophylaxis of invasive cancer. By the 
use of four-quadrant biopsies and Papani- 
colaou smears, the authors increased by almost 
20 times the frequency of diagnosis of pre- 
invasive carcinoma of the uterine cervix. 

Radiation therapy of invasive carcinoma in 
147 patients produced fwe-year “cure” in 84 
per cent of stage I cases, 65 per cent of stage 
II cases. The over-all rate for stages I to IV, 
inclusive, was 51 per cent. 


Surgical management of this form of can- 
cer, with preservation of the urinary tract, is 
an inadequate operation as judged by the 
extirpative standards observed in operations 


oo report is concerned with experience of the 
authors in the diagnosis and management of 
carcinoma of.the uterine cervix, in private practice, 
during a period of seven years from 1943 to 1950.5 
The mair. udjective is a discussion of three aspects 
of the inanagement of this statistically important 
form of :ancer: Diagnostic methods in the detection 
of pre-invasive carcinoma; end results of treatment 
by radiation therapy, and pelvic exenterative proce- 
dures for advanced recurrent lesions. 

Presented before the Section on Obstetrics and Gynecol- 


ogy at the 80th Annual Session of the California Medical 
Association, May 13-16, 1951. 


From the Department of Surgery, School of Medicine, 
University of Southern California. 


for cancer at other major anatomical sites. 

Improvements in technique of irradiation, 
more accurate measurements of depth dosage 
at critical sites, and more uniform dosage 
throughout the parametrial areas, have de- 
creased the incidence of major complications 
of irradiation. 

Radical panhysterectomy and pelvic node 
dissection should be reserved for patients 
proved to have radioresistant lesions. 

The application of routine block dissec- 
tion of pelvic nodes for Stage I and Stage II 
lesions, clinically controlled by irradiation, is 
of doubtful theoretic, and no evident prac- 
tical value. 

Subject to future evaluation, belvic eviscer- 
ative procedures seem to offer some salvage in 
cases of recurrent (occasionally primary) ad- 
vanced lesions in rigidly selected patients. 


The total number of patients observed, including 
those with pre-invasive and those with invasive 
forms of the disease, was 244; and the records of 
147 patients treated for invasive lesions are now 
available for analysis of five-year end results. 

In the series there was a gratifying preponderance 
of cases in which the stage of disease was anatomic- 
ally early or only moderately advanced (Table 1) 
—in sharp contrast to the experience of most clinics 
and individual physicians even a decade ago. Ap- 
proximately one out of four patients observed had a 
Stage I lesion, and only one out of four had lesion 
of Stage III or IV. The rest had disease in some 
phase of extension represented by Stage II. It must 
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TABLE 1.—Stage of Carcinoma of Cervix Uteri in 
244 Patients (1943 to 1950) 


Stage* No. of Cases Per cent 


Or 15 
I 


Il 
Ill 
IV 
Total 


*League of Nations. 
7Pre-invasive carcinoma. 


be borne in mind, however, that in the League of 
Nations staging there is a wide range of involvement 
included in Stage 11—from the earliest possible ex- 
tension beyond the cervix proper up to and includ- 
ing the advanced involvement which may fall just 
short of Stage III. In general, the favorable prepon- 
derance of early stages of the disease in this series 
is a reflection of the awareness and diagnostic acu- 
men of the physicians who referred most of the 
patients; to a lesser extent it represents knowledge 
of the danger signals in this form of cancer on the 
part of the patients themselves. 

In cancer of the uterine cervix, unlike most of 
the other major forms of cancer, early diagnosis 
after the development of the first symptoms is of dis- 
tinct importance. For the patients with clinical con- 
trol of the disease at the end of five years, the aver- 
age delay between onset of symptoms and treatment 
was 5.2 months, and in the uncontrolled group the 
average delay was eight months. It should not be 
assumed from this, however, that there is any exact 
parallel between the delay before treatment and the 
progress or spatial extent of the disease even in this 
form of cancer; for at one extreme there may be no 
symptoms in the presence of advanced disease, and 
at the other long duration of symptoms with mini- 
mal lesion. 

Although the concept of carcinoma in situ was 
clearly outlined as long ago as the last decade of 
the past century, only in the last few years has there 
been relatively frequent clinical detection of the le- 
sion in the uterine cervix at this early stage. Until 
the end of 1946 the diagnosis of pre-invasive carci- 
noma was, for the authors, a rare experience. Dur- 
ing a two-and-a-half-year period ending with 1946, 
usually not more than one biopsy specimen was 
taken from a cervix that appeared abnormal. In the 
next two years Papanicolaou smears were obtained 
in such instances, although the method was not or- 
dinarily employed unless there was gross evidence 
of abnormality. The use of the Papanicolaou smear 
apparently greatly increased the relative frequency 
of diagnosis of carcinoma in the pre-invasive stage. 
Then, in 1948, Stewart and Foote* reported that 
increasing the number of biopsies in each case 
greatly enhanced the diagnosis of carcinoma in an 
early stage: With a single biopsy, diagnosis of pre- 
invasive cancer, when present, was made in 27 per 
cent of cases; with four biopsies, one from each 
quadrant of the cervix, diagnosis of cancer in the 
pre-invasive stage was made in more than 90 per 
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TABLE 2.—A Report of Five-Year End Results— 
Cancer of the Uterine Cervix 


This series consists of all patients with cancer of the uter- 
ine cervix, both early and advanced, during the period 1943 
to 1947, whose treatment was managed by the authors. 

General Summary Number of cases 


Total experience—all patients applying 
Patients not previously treated 

Patients previously treated 

OTHER— 


a. Applied after treatment elsewhere, no evidence 
of cancer on admission or thereafter. 


b. Consultation only, no treatment requested 


Section A.—Patients not previously treated 


Number of 

cases with 

microscopic 
Result at end of five years 


Group I— 
c. Refused proffered treatment 
d. Untraced for full five years but without recur- 
rence at last examination 
Group II— 
e. Dead within five years of other causes without 
recurrence of cancer 
Group III— 


f. Dead, cancer present or died of complications 
of treatment 


g. Dead—presence of cancer unknown 

h. Living with cancer present at 5 years 

i. Living with condition unknown at 5 years. 

j. Untraced full five years with cancer at last 
examination 

Group IV— 

k. Living, continously free of cancer, verified 
by medical examination at 5 years* 

1. Living, apparently free of cancer, not verified by 
examination at 5 years 


m. Living, successfully treated for recurrence, free 
of cancer at 5 years 


*Five-year cure rate for patients more than 3 but less 
than 5 years predicted by formula of Meigs and Jaffe. 


cent of cases in which it was present. The authors 
thereupon began the routine practice of obtaining 
biopsies from each of four quadrants of the cervix. 
The validity of the conclusions of Stewart and Foote 
was endorsed in almost dramatic fashion by the ex- 
traordinary increase in the percentage of cases in 
which cancer was diagnosed in a pre-invasive stage 
in the next two years. In that period, one in five of 
the patients observed by the authors was treated for 
pre-invasive cancer, as compared to one in one hun- 
dred when only single biopsies were used and four 
out of one hundred with single biopsies and Papa- 
nicolaou smears. The importance of multiple biop- 
sies in detecting pre-invasive carcinoma is further 
underscored by the greatly increased incidence of 
the diagnosis of the disease at that stage among all 
patients with any kind of gynecologic lesion. With 
single biopsy, carcinoma at an early stage was diag- 
nosed in only 0.33 per cent of all women with gyne- 
cologic lesions of any sort, while with four quadrant 
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TABLE 3.—Relative Incidence of Diagnosis of Pre-Invasive 
and Invasive Carcinoma (244 Patients) 


Lesion 
Pre- 
invasive Invasive 
Period Per cent Per cent 
Mid-1943 
through 1946 


Diagnostic method 
Single biopsy only 


1947 Single biopsy plus Papanico- 
laou smear 

Single biopsy plus Papanico- 
laou smear 

4 quadrant biopsies plus Pa- 
panicolaou smear 

4 quadrant biopsies plus Pa- 
panicolaou smear 


1948 
96.6 
1949 
77.0 
1950 
84.0 


TaBLe 4.—Incidence of Pre-Invasive Carcinoma in 
697 Patients with Other Gynecologic Lesions 


Incidence of 
In Situ Cancer 


Period Per cent 


1944, 
through 1946 


1947 
1948 
1949 


Diagnostic methods 


Single biopsy only 

Single biopsy plus Papanicolaou smear 1.6 
Single biopsy plus Papanicolaou smear 1.0 
4 quadrant biopsies plus Papanicolaou 


1950 


biopsies this figure became 7 per cent—more than 
20 times greater (see Tables 3 and 4). 


Similar evidence is provided by the experience of 
a pathologist* in a private general hospital who had 
two contrasting kinds of material for study: One 
was specimens taken from suspect cervices, the other 
was cervices, with no evident lesion, which were 
removed in total hysterectomy. He observed that in 
the biopsy material, usually single specimens, carci- 
noma was noted in only 7 per cent. In the material 
provided by total hysterectomy, with multiple blocks 
for study, usually 10 to 15 in number, pre-invasive 
carcinoma of the cervix was noted in 5 per cent of 
the organs that appeared normal in gross examina- 
tion. (This is, of course, an additional indication of 
the necessity of total, rather than subtotal, hysterec- 
tomy.) In view of the established fact that pre- 
invasive lesions exist as such for years rather than 
months, detection of them by multiple biopsies is the 
best means of prophylaxis of invasive cancer in an 
important organ site. 

The authors, excise cervical biopsy specimens as 
an office procedure without anesthetic of any kind. 
A conventional cervical biopsy punch is used in 
most cases, but if the cervix is unusually firm, a 
combination of scalpel and punch is employed. 


In all cases of pre-invasive cancer, total hysterec- 
tomy was done, usually with the preservation of the 
adnexae in the younger women in whom this lesion 
is most commonly found. Neither pathological study 
of the uterus in such cases nor the subsequent course 


*James E. Kahler, M.D., St. Vincent’s Hospital, 
Angeles. 
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of the patients has indicated that the therapeutic 
approach should be either more radical or less 
aggressive. 

During the past few years a few highly qualified 
surgeons have begun to reinvestigate the value of 
the surgical treatment of invasive carcinoma of the 
uterine cervix under modern surgical conditions. 
Unhappily the publication and discussion of reports 
of these investigations, the end results of which are 
not yet available, have encouraged some less able 
surgeons to attack this form of cancer surgically. 
Too often the procedures are glorified versions of 
ordinary panhysterectomy, and the increasing fre- 
quency with which local vaginal vault recurrences 
are being observed is evidence of the inadequacy of 
the treatment. 

The authors do not propose to join whatever 
controversy may exist regarding the surgical treat- 
ment of “operable” cancer of the uterine cervix, for 
it is believed that, on the basis of anatomical consid- 
erations, no room for controversy properly exists. 
Judged by the surgical principles which govern the 
extirpative treatment of cancer in other anatomical 
sites, radical operation for lesions of the uterine 
cervix is simply not consistent with preservation of 
the urinary tract. As the ureters lie only 2 centi- 
meters from the cervix on each side, and as the 
bladder is in intimate contact with the lower uterine 
segment, not even mediocre operation for cancer 
in the paracervical triangle can be carried out if 
salvage of these adjacent structures is attempted. As 
far as the primary lesion is concerned, therefore, 
even the most radical efforts short of diversion of 
the urinary stream are inadequate. The superiority 
of the surgical attack, properly done, is in the block 
dissection of distant groups of pelvic lymph nodes; 
but nothing is gained if this advantage is more than 
cancelled out by an undue proportion of local re- 
currences. Radiation therapy, on the other hand, is 
highly effective in permanent eradication of the pri- 
mary lesion, and while its efficacy in destroying 
metastatic cahcer in lymph nodes is still a matter of 
some debate, the over-all efficacy of irradiation is 
rather accurately determined, in this form of can- 
cer, by the end results after an interval of five years. 

Results in terms of five-year control, without clin- 
ical evidence of recurrence, for 147 patients treated 
from 1943 te_February 1948) are given in Table 5. 
(Patients who had been treated more than three 
years but less than five years before this review was 
compiled, and who still survived without any evi- 
dence of disease, were included in the calculation of 


TABLE 5.—Invasive Carcinoma of Cervix Uteri— 
Five-Year “Cure” Rates with Radiation Therapy 


Five-Year “Cures” 
Stage* er cent 
I 84 
II 65 
Il 12 
IV 0 
Total 51 


*League of Nations. 
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five-year end results according to the method of 
Meigs and Jaffe. These investigators reported that 
at the end of three years the five-year end results, 
statistically speaking, could be forecast with an ac- 
curacy of plus or minus 5 per cent by deducting 15 
per cent from the number of patients with three-year 
control. ) 

In this series of patients given radiation therapy, 
the five-year end results for both Stage I and Stage 
II carcinomas, which are the lesions considered 
“operable,” were considerably better than any sur- 
gical results known to the authors. Survival without 
disease for five years or more in 65 per cent of the 
Stage II cases is of particular importance, for this 
was an unselected group of Stage II lesions and in- 
cluded some which would be considered inoperable 
by investigators who are studying the primary sur- 
gical management of this disease. The range of 
Stage II lesions in this series was from any which 
had barely escaped beyond the uterine cervix up 
to and including any in which there was bulky 
involvement without attachment to the lateral pelvic 
wall. This heterogenous group was divided into 
early and late phases of Stage II; in the less ad- 
vanced cases the five-year rate of survival without 
disease was 72 per cent, while in the cases in which 
the lesion was more advanced, the five-year “cure” 
rate was 42 per cent. 

With continued advance of the disease to Stages 
III and IV, radiation therapy becomes progressively 
less effective. None of the 14 patients with Stage IV 
carcinoma survived five years. (The authors have 
some doubt that the occasional instances of five-year 
“cure” of Stage IV lesions are valid; it is believed 
that reports of such cases may be based on error in 
clinical appraisal of the stage such as might occur 
in the presence of associated inflammatory proc- 
esses. ) 

The end results of irradiation treatment in 14 
cases of carcinoma of the uterine cervix remaining 
as a stump after subtotal hysterectomy were as fol- 
lows: Five-year “cure” rate for Stage ‘I lesions, 80 
per cent; for Stage II, 33 per cent; for Stage III, 0. 
It will be noted that in the cases of cancer in the 
uterine stump the five-year “cure” rate for Stage I 
lesions was slightly lower than the corresponding 
figure for the series as a whole (80 per cent against 
84 per cent) and that there was wide disparity with 
regard to Stage II cases—a 33 per cent “cure” rate 
in the stump cases compared with 65 per cent for all 
Stage II cases in the series. If the diluting effect of 
the results in stump cases be removed, the “cure” 
rate for cancer of the cervix in the larger group in 
which the uterus was intact was: For Stage I lesions, 
88 per cent; for Stage II, 72 per cent. 


COMPLICATIONS WITH RADIATION TREATMENT 


Any therapeutic attack on cancer must be ap- 
praised in the light of concomitant morbidity and 
mortality, as well as on the basis of success in clin- 
ical control of the disease. The rather successful end 
results in this group of patients were not achieved 
without an appreciably higher incidence of compli- 
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TABLE 6.—Complications with Radiation Therapy 


Major Minor 


Stage Per cent 
I 4 
II 12 
Ill 0 
IV 0 


cations than is reported by most radiation therapists 
(Table 6). As to definition of “minor” and “major” 
complications in Table 6: Considered as minor com- 
plaints were persistent reactions in the vaginal vault, 
the bladder or the rectum which lasted more than 
one month but less than six months following irra- 
diation. Most common of these were persistent areas 
of radiation necrosis in the cervical stump, and per- 
sistent, mild proctitis. Major complications were 
those which persisted for more than six months. Usu- 
ally they were caused by some degree of rectal dam- 
age; less commonly by injury to the bladder, most 
frequently manifested by bullous edema; and, 
rarely, by injurious sequelae in the small intestine. 

Severe factitial proctitis, rectovaginal fistulae, or 
severe radiation enteritis developed in seven (6 per 
cent) of 109 patients who had Stage I or Stage II 
lesions. Two of these patients (or 1.7 per cent) died 
as a result of these complications, one from perfora- 
tion of an adherent coil of ileum in the pelvis with 
pelvic peritonitis, and the other from vesical and 
intestinal fistulae and peritonitis following an ill- 
advised surgical attempt at hysterectomy because of 
radiation necrosis of the vaginal vault. The remain- 
ing five patients were alive and free of disease fol- 
lowing surgical intervention. Three of them have 
permanent colostomy and restoring the continuity 
of the bowel seems infeasible. In the other two, re- 
section and end-to-end anastomosis of the bowel was 
successfully carried out. 

In a critical review of such complications of radia- 
tion therapy it is necessary to analyze the methods 
and dosage used in the complicated and uncompli- 
cated cases. Since the earlier patients in this series 
were treated, there have been improvements and 
refinements in therapeutic techniques and in cal- 
culations of depth dosage of irradiation. All of the 
patients were treated on a highly individual basis 
with respect to such factors as the dimensions of the 
pelvis and the features and circumstances of the 
neoplasm in each patient; consideration was given 
to the presence or absence of infection; to the pres- 
ence and extent of forniceal involvement and distor- 
tion; to the nature of the lesion—large extrovertive 
or ulcerative and infiltrating—and to the presence 
of concurrent gynecologic disc~s* such as myo- 
mata, and fixed retroversion of the corpus. 

The authors prefer to give the entire course of 
external x-radiation before radium is employed, be- 
cause it has the twofold effect of reducing the 
amount of secondary infection which is uniformly 
present and causing some degree of regression of 
the neoplasm. It is not, in fact, uncommon to ob- 
serve complete regression of gross evidence of can- 
cer following x-ray therapy. 
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High voltage x-ray treatment from a 200 KV unit 
was employed, with a half value layer equivalent 
either to 1.50 or 1.75 mm. of copper, depending 
upon the individual patient, four 10 x 15 cm. pelvic 
portals, two anterior and two posterior, and delivery 
of a total dose, measured in air, of 1,800 to 2,600 r 
to each portal over a period of three and one-half 
to four weeks. This was followed by intra-uterine 
and intravaginal radium therapy in one to three 
sessions, usually two treatments seven to ten days 
apart. A variety of intra-uterine and intravaginal 
applicators were used to suit individual lesions. The 


dosage in terms of milligram-hours has varied from 
4,000 to 7,500. 


Exact methods in the measurement of depth dose 
at arbitrary points in the pelvis are emphasized by 
the Manchester group.® In Figure 1 such a point, 
A, is indicated at the lateral portion of the so-called 
paracervical triangle; it is 2 cm. lateral to the cer- 
vix and 2 cm. above the lateral fornix, at the point 
at which the uterine artery and the ureter cross. A 
theoretical optimum dosage at that point, consisting 
of the combined contribution of external radiation 
and intra-uterine and intravaginal radium therapy, 
is in the range of 8 to 12 Threshold Erythema Doses 
(TED). The part played by radium in contributing 
to this dosage is, of course, significant, while the 
considerably smaller dosage that can be achieved at 
point B, 5 cm. lateral to the cervix (see Figure 1), 
is mainly contributed by x-radiation. The work of 
the Manchester group also indicated that the rela- 
tive contribution to dosage of intravaginal and 
intra-uterine sources should be, respectively, in the 
order of two to one, rather than the one to one ratio 
frequently employed and formerly used by the 
authors. 

In the earlier cases treated by one of the authors 
(I. M.) both the anterior and posterior portals for 
x-radiation were placed close to the midline and the 
beam of radiation was angled medially, particularly 
in early, favorable cases, to cross-fire the paracervi- 
cal triangle. In a review of the data on those cases it 
was noted that in some of them the dosage received 
at point A was in the range of 15 to 18 TED owing 
to excessive dosage contributed from external irra- 
diation at that point, as well as to the undue delivery 
of dosage from radium placed within the uterine 
canal. For the past three years the authors have 
placed the skin portals for x-radiation farther to the 
side and have abandoned angulation of the beam 
toward the midline. Present indications are that, 
with the dosage at point A thus reduced to a range 
of 8 to 12 TED, the incidence of major complica- 
tions will be considerably less; the incidence has 
been less than 6 per cent since this modification was 
adopted. 

The effort to achieve a more uniform and higher 
dosage in the parametria, and thus to secure more 
adequate dosages in the area represented by point 
B, has been the objective of certain modifications 
in the plan of external rotengen therapy suggested 
by Fletcher.? Figure 2, reproduced from Fletcher’s 
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Figure 1.—Point A, at the crossing of the ureter with 
the uterine artery. 


article, is a perspective drawing of the nodes on the 
pelvic wall, where various groups of nodes, from 
the obturator foramen nodes anteriorly to the hypo- 
gastric and uterosacral nodes posteriorly, are in- 
cluded in a shaded rectangular cuboid adjacent to 
the pelvic wall. The anteroposterior length of this 
hypothetical cuboid is about 10 cm. and its depth 
5 to 7 cm. Fletcher’s thesis, simply stated, is that 
external radiation should be more specifically de- 
signed to supplement the dosage of radium outside 
of the central arca where the radium itself has an 
effective lethal range of dosage. The fundamental 
principle is the use of portals as small as possible, 
thus reducing square area from 150 square centi- 
meters to a range of 50 to 80 square centimeters, 
and placing them more laterally in order to deliver 
greatly increased depth doses laterally in the pelvis 
while avoiding the midline and paracervical tissues. 


SURGICAL CONSIDERATIONS 


As was noted previously, there seems to be general 
agreement that total hysterectomy is the method 
of choice for treatment of carcinoma in situ, and 
that the end results justify this form of therapy. 
The authors have not observed recurrence following 
this form of treatment. There is no general agree- 
ment yet as to whether it is possible to establish 
definitely a diagnosis of “in situ” disease on clinical 
examination alone. TeLinde and Galvin’ recently 
found that a high percentage of cases clinically di- 
agnosed as in situ lesions proved actually to be 
invasive carcinoma on careful histologic examina- 
tion of the surgical specimens. It is essential that 
adequate examination and multiple biopsy be car- 
ried out to establish as accurately as possible that 
the process is truly in situ, before hysterectomy be 





CALIFORNIA MEDICINE 


Vol. 76, No. 2 


ae 
Hypogestrid nodes 


“ul 


LJ I 


PAL, G 
4 n, ipator nodes 


CS. 


Figure 2.—Perspective drawing of the nodes on the pelvic wall, with a cuboidal zone shaded to include groups of 
nodes from the obturator foramen to the hypogastric nodes anteriorly and uterosacral nodes posteriorly (from Fletcher). 


done; otherwise, in a Stage I case amenable to treat- 
ment by other means the opportunity for cure might 
be lost. 

The role of operation in the treatment of primary 
invasive carcinoma of the uterine cervix is sharply 
limited by two factors previously set forth: The 
greater effectiveness of radiation techniques in con- 
trolling the primary lesion, and the anatomic con- 
siderations which make adequate operation incom- 
patible with preservation of the urinary and/or 
gastrointestinal tracts. There remain two situations 
in which surgical intervention, at least theoretically, 
might improve upon the end results obtained by ir- 
radiation. 


One is that in which the primary lesion of the 
cervix has been controlled by irradiation but in 
which there is residual carcinoma metastatic to the 
pelvic lymph nodes (mostly Stage II cases). The 
cure rate in such circumstances might well be im- 
proved by bilateral block dissection of the pelvic 
lymph-bearing tissues, either by the extraperitoneal 
or transperitoneal approaches. Early reports have 
shown some promise, but since it is impossible to 
determine preoperatively which patients might har- 
bor metastatic nodes, it becomes mandatory that 
every patient be submitted to this procedure while 
still without clinical evidence of nodal disease if the 
potential improvement in salvage is to be realized. 
Thus, if the operation had been carried out in all 


cases of Stage II carcinoma in the present series, it 
would have been unwarranted for the 65 per cent of 
patients who were successfully treated by irradia- 
tion. Hence it would have been only in the remain- 
ing 35 per cent of cases that the operative treatment 
could have attained a questionable, theoretical im- 
provement in end results; and it is unlikely that the 
salvage rate in those cases would have been very 
high. The authors believe, therefore, that to have 
subjected all the patients with Stage II lesions to the 
morbidity, to the possible mortality and to the ex- 
pense entailed in such an operation, on the strength 
of mere possibility of a small gain in salvage, would 
not have been justifiable. 

The second group in which operative intervention 
might be of benefit comprises patients with tumors 
that, despite adequate and accurate irradiation, 
prove to be radioresistant and incurable by this 
means.‘ In the present series, radical panhysterec- 
tomy (block removal of the uterus, adnexae, upper 
half of the vagina, parametrial tissues and pelvic 
lymph nodes) was carried out as soon as the radio- 
incurability of the lesions became apparent. At- 
tempt was made to determine this status as early as 
possible, by serial Papanicolaou smears and serial 
biopsies taken throughout the course of the irradia- 
tion treatment, but with indifferent success. It is 
now the authors’ general policy to wait at least six 
weeks after termination of therapy before deciding 
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upon radical panhysterectomy. It is recognized that 
the operation does not remove an adequate margin 
of tissue in the critical paracervical region, but it is 
the best procedure available short of concomitant 
extirpation of the bladder and diversion of the uri- 
nary stream. The results obtained in such instances 
seem to justify the decision. 

Recently the surgical procedure of pelvic evis- 
ceration (combined abdominoperineal resection of 
the uterus, bladder and rectum with pelvic node dis- 
section and transplantation of the ureters into the 
colon) has been advocated by Bruschwig! for ad- 
vanced primary or recurrent cancer of the cervix. 
This operation fulfills the criteria for adequate can- 
cer surgery—that is, block resection of the primary 
site with adequate normal surrounding tissue, com- 
bined with a regional node dissection in continuity 
—but it entails a very appreciable operative mor- 
tality and postoperative morbidity. The authors 
used this procedure, with occasional modifications, 
in nine selected cases with some success. The single 
postsurgical death, caused by pulmonary embolism, 
occurred on the 28th postoperative day. One meas- 
ure of the value of the procedure is the fact that 
the first patient operated upon, who not only had 
recurrent local disease but also bilateral pelvic node 
metastases, was alive and completely well at the time 
of this report, more than two years after operation. 
Two others died of recurrences. The remainder were 
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alive and well at the time this report was prepared, 
a few weeks to 18 months after operation. 


Rigid criteria are followed in the selection of 
candidates for this formidable procedure. Preferred 
are patients under 50 years of age who are not 
obese, and who are determined to be eligible after 
meticulous examination. Hardly less important are 
the psychological factors involved: The patient 
should have an indomitable will to live, and be men- 
tally conditioned for the drastic physiological al- 
teration she is to undergo. 

2009 Wilshire Boulevard. 
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SUMMARY 


During the past 38 years, 260 patients with 
thyroid carcinoma have been operated upon 
at the University of California Hospital. In 
26 of these patients the first symptom was a 
mass distant from the thyroid gland, and the 
gland was considered normal on clinical ex- 
amination. 

In all but three of the 26 cases a small carci- 
noma of the thyroid gland was observed at 
operation or in pathological examination. 

Radical neck dissection with either total 
lobectomy or total thyroidectomy would seem 
to be the operation of choice in the treatment 
of these patients. 

The ultimate prognosis, even in the pres- 
ence of metastases, 1s relatively good. 

Primary carcinoma of the thyroid gland 
should be considered in the presence of tum- 
ors of the side of the neck even in the absence 
of palpable nodules in the gland itself. 


nm the past 50 years much controversy has 
arisen over the true nature of tumors of the side 
of the neck in which thyroid tissue is observed in 
microscopic examination. The causes for such dis- 
agreement may be attributed to the unusual embryo- 
logical development of the thyroid gland, to the fact 
that adenocarcinoma of the thyroid gland is often 
of a low grade of malignancy, and to the oftentimes 
insignificant size of the primary tumor in the pres- 
ence of bulky metastases. In the absence of an ob- 
vious tumor in the thyroid gland, metastases in the 
neck often have been interpreted as lateral aberrant 
thyroid tissue. It is toward this group of neoplasms 
that this study will be directed. 


From January 1912 to December 1950, 260 pa- 
tients with microscopically proved carcinoma of the 
thyroid gland were operated upon at the University 
of California Hospital. In a surprising number of 
these patients, palpable evidence of neoplasm in the 
thyroid gland was not noted preoperatively and at- 
tention was directed to the thyroid gland only be- 
cause microscopic biopsy of a tumor distant from it 
had proved the tumor to be of thyroid origin. Oc- 
casionally, when reexamination was carried out 
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after a discovery of this kind, a suspicious area in 
the thyroid gland was noted, but usually no tumor 
could be palpated. 


ANALYSIS OF CASES 


In a review of the 260 cases of adenocarcinoma 
of the thyroid it was noted that there were 26 pa- 
tients who entered with complaint of a painless, 
asymptomatic mass, most frequently situated in the 
side of the neck. In preliminary examination of the 
thyroid gland by inspection and palpation jit was 
observed to be essentially normal. The age range in 
this group of 26 patients was 10 to 61. years; for the 
entire series of 260 cases, the age range was 8 to 86 
years. This accords with Ward’s!® observation that 
patients in whom distant tumor was the first symp- 
tom of thyroid cancer were, in general, younger than 
those who had the first symptom in the gland itself. 
Of the 26 patients, 27 per cent were male and 73 
per cent female. In the complete series of thyroid 
carcinoma, 23 per cent were male and 77 per cent 
female (Table 1). 

Clinical Observations. Most of the 26 patients pre- 
viously mentioned had, as the first symptom, a pain- 
less nodule in the side of the neck. It was on the 
right side in about the same number of cases as on 
the left. In one patient the nodule was noted inciden- 
tally during examination because of other com- 
plaints. In four instances the site of the tumor was 
distant from the neck — namely, the clavicle, the 
pharynx, the breast and the parotid gland (Fig- 
ure 1). 

The duration of symptoms ranged from two 
months to 18 years, but in the majority of cases the 
patient had been aware of a mass or nodule for from 
one to four years prior to seeking consultation. 

In none of these patients was any abnormality of 
the thyroid gland noted at the first examination by 
a physician. Even after attention had been directed 
to the gland by results of a biopsy of the distant 
mass, the thyroid gland was considered entirely nor- 
mal on reexamination in 18 of the 26 cases. In the 
remaining eight cases the results of reexamination 


TABLE 1.—Age and Sex of 260 Patients with 
Thyroid Carcinoma 


Carcinoma of Thyroid 


All Carcinomas with First Symptoms 
of Thyroid Distant from Gland 
Number of Patients... 260 26 
Age (years)................. 8-86 10-60 
Female ............ Sse 77% 73% 
I ci cccasetnctcantcacks 23% 27% 
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Parotid O2r\ 


Right lateral 
Neck 


Left lateral 
1A” Neck 


Pharynx @ 


Figure 1.—Location of metastatic tumors distant from 
the -aree gland in 26 cases, The nodules at these sites 
were the first indication to the patient or to the physician 
of the underlying condition. In few instances was the true 
nature of the growth even suspected. 


TABLE 2.—Clinical Observations in 26 Cases of Thyroid 
Carcinoma with First Symptoms Distant from Gland 


Chief Complaint 
Asymptomatic nodule in side of neck 
Dysphagia 
Ulcerated breast 
Sternoclavicular pain and swelling.... 
Fistula-in-ano (nodule incidenta))...... ; 


Symptom Duration: 2 months to 18 years 


Thyroid Palpation 
Normal gland... 
Questionable 


were questionable and were not notable except in 
view of the evidence observed in the biopsy speci- 
men taken from the metastatic site (Table 2). The 
clinical diagnoses entertained by the first physician 
to examine the patient, in order of frequency, were: 
“Lateral aberrant thyroid,” lymphoma, nonspecific 
or tuberculous adenitis, branchial cleft cyst, metas- 
tatic carcinoma from an unknown primary lesion 
elsewhere, primary neoplasm of bone, pharynx, 
breast or parotid gland (Table 3). In some instances 
carcinoma metastatic from the thyroid gland was 
considered as an alternate diagnosis. 


Treatment. The majority of these patients were 
treated by total thyroid lobectomy on the side of 
the lesion, together with either excision of palpable 
metastases or radical neck dissection (Table 4). In 
one patient no exploration of the thyroid gland was 
ever carried out. Subtotal or total thyroidectomy 
was done in the ten cases in which the primary neo- 
plasm lay close to the midline. Ten patients received 
postoperative x-ray therapy to the neck or area of 
metastasis. 
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Figure 2.—Thyroid gland and metastatic nodules ar- 
ranged to show relative location of metastases in the neck 
and illustrating the size of the primary tumor (arrows). 
In each instance a single metastatic lymph node lesion lay 
inferior to the gland. Note the small size of the primary 
tumor in relation to the metastatic lesions. 


Pathological Observations. In all but three cases 
in this group, primary neoplasm of the thyroid 
gland was observed in microscopic examination. In 
one instance the lateral mass was removed and the 
gland itself was not explored. (The patient was 
alive, without recurrence, 14 years after operation.) 
The failure to find a carcinoma in the thyroid gland 
in the other two patients probably reflects the diffi- 
culty in locating these minute tumors and not nec- 
essarily the absence of a primary focus in the gland. 

In three cases the thyroid tumor was reported as 
histologically benign. In one of the three cases, the 
node in the lateral neck was reported as benign and 
the thyroid gland was not examined. In another, 
benign aberrant thyroid tissue and benign papillary 
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TasLe 3.—Preoperative Diagnosis in 26 Cases of Thyroid 
Carcinoma with First Symptoms Distant from Gland 


Lateral aberrant thyroid 
Lymphoma 

Inflammatory cervical adenitis 
Branchial cleft cyst 

Metastatic from unknown primary 
Carcinoma of breast 

Carcinoma of pharynx 

Primary bone tumor. 

Primary parotid tumor. 

Not stated 


TABLE 4.—Operative Treatment of Patients with Thyroid 
Tumor First Manifest in Growth Distant from Gland 


With excision 
of distant 
metastases 


With excision of 
palpable nodules With radical 
in neck neck dissection 
No thyroid gland 
exploration 1 
Lobectomy 4 
Subtotal thyroidectomy 3 
Total thyroidectomy.... 1 
Unilateral lobectomy 
and unilateral subto- 
tal thyroidectomy 
Subtotal excision and 
x-ray therapy. 


TaBLeE 5.—Pathologic Data on 26 Cases of Thyroid Carci- 
noma in which First Symptom was Mass Distant 
from Gland 


Number 
Patients 
Papillary carcinoma of thyroid gland with lymph node 
metastasis 22 
Embryonal cell carcinoma of thyroid gland with lymph 
node metastasis 
Reported benign histologically 
1 Thyroid gland not explored 
1 Benign lateral aberrant thyroid tissue with benign 
adenoma of the thyroid gland 
1 Carcinoma in lateral aberrant thyroid tissue with be- 
nign adenoma of thyroid gland 
No primary thyroid tumor found (Thyroid gland not ex- 
plored in one patient) 


Microscopic Diagnosis 


adenomas in the gland itself were reported, while in 
the third case the pathological diagnosis was car- 
cinoma in lateral aberrant thyroid tissue and benign 
adenoma of the thyroid gland. Despite these reports, 
all were probably metastatic malignant lesions, since 
thyroid carcinoma is notorious for benign micro- 
scopic appearance and clinical course. That a histo- 
logical pattern of benignancy cannot be assumed to 
indicate the tumor will not metastasize has been 
noted by others. 2: * ® 14 In 22 of the 26 cases the 
histologic pattern of the tumors was papillary (Ta- 
ble 5). 


Prognosis. At the time of this report, 17 of the 26 
patients were alive and well, without evidence of 
recurrence, from one month to 15 years after opera- 
tion. Four patients were living and asymptomatic 
with known metastases, twelve, ten, four and two 
years after thyroidectomy. The recurrent tumors 
had been present for ten, four, three and one-half 
and one and one-half years, respectively. One patient 
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died of an intercurrent condition without reported 
evidence of recurrent carcinoma. In four patients, 
death was due directly to the cancer and metastases. 


DISCUSSION 


The principal part of the related literature during 
the early half of this century and as recently as 
19467 1° is concerned with the intriguing concept 
of the deposit of thyroid “cell rests” in the side of 
the neck during the development of the gland. Al- 
though opinion is divided as to the exact origin of 
the lateral component, it is generally accepted that 
the thyroid gland is formed from a median pharyn- 
geal outpouching with two lateral primordia, each 
comprising about one-third of its adult bulk. The 
proponents of the presence of lateral aberrant thy- 
roid tissue believe that bits of tissue are deposited 
during this migration in the lateral neck in a man; 
ner similar to that which is known to occur along the 
median tract. Because of incomplete fusion of these 
lateral components to the thyroid gland, they remain 
in the neck as benign tumors, or, more commonly 
undergo malignant degeneration.) * 7, 8 9, 11, 12, 18 
Some investigators even go so far as to explain an 
associated neoplasm in the thyroid itself as a sec- 
ondary metastasis from the “lateral aberrant carci- 
noma.” 

Cohn and Stewart® in 1940, Frantz and co-work- 
ers in 1942, and Lahey and Ficarra!® in 1946 aptly 
reviewed the evolution of thought concerning the 
question of “cell rests” and lateral thyroid nodules. 
Clay and Blackman? stated that as early as 1917 
Wohl had questioned this theory and proposed the 
perhaps more logical concept that these tumors were 
lymph nodes containing metastatic carcinoma of 
thyroid origin. During the last decade sufficient evi- 
dence has been compiled to show convincingly that 
true lateral aberrant thyroid tissue rarely if ever 
exists and that such nodules actually represent 
lymph node metastases from a primary carcinoma 
of the thyroid. Often the host has such a remarkable 
tolerance for this neoplasm that a state of symbiosis 
may exist for years, even in the presence of gen- 
eralized metastases. In addition, these metastatic 
lesions are often associated with a clinically in- 
significant, occasionally microscopic primary tumor 
in the thyroid gland. 

The clinical observations are often disarming. 
The masses may be present in the side of the neck 
for a number of years and reach large proportions 
without causing undue symptoms. The patient’s gen- 
eral health and well-being seldom are affected as by 
the usual inroads of malignant disease. 


The surgical management of patients with thyroid 
tumor depends largely on the location of the tumor 
within the thyroid gland and its proximity to the 
midline. As far as the thyroid gland itself is con- 
cerned, when the tumor lies well out in a lateral 
lobe, complete removal of the involved lobe and the 
isthmus has generally been considered adequate. 
However, if the tumor is in or bordering on the isth- 
mus, resection of the opposite lobe as well is nec- 
essary. 
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No accurate comparison can be made between 
patients in this series treated by radical neck dis- 
section and those treated by excision of palpable 
extracapsular metastases. This is because the more 
radical procedure was used in the advanced stages 
of the disease and more frequently in recent years, 
making long term follow-up impossible. It would 
seem that radical neck dissection is the operation of 
choice in most instances. 


With regard to the ultimate prognosis for persons 
with this disease, the condition must be regarded as 
a relatively benign one even in the presence of in- 
operable metastases. As has been noted by Crile* 
and others,®: ® the mortality rate is low; in only four 
of the 26 cases in the present series could death be 
directly attributed to carcinoma of the thyroid 
gland. 
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Subacute Thyroiditis 


Joun O. Westwater, M.D., Los Angeles 


SUMMARY 


Twenty-one cases of thyroiditis, generally 
considered a rare disease, were observed in 
the Los Angeles area in a period of less than 
two years. Eight of them were observed at 
one clinic in the course of six months. 

Although diagnosis of the disease usually 
is made hesitantly or apologetically, and mis- 
diagnosis is not uncommon, the clinical pat- 
tern is fairly characteristic. 

Subacute thyroiditis may cause pronounced 
disability. Treatment with propylthiouracil 
or roentgen radiation appeared to be the 
most effective. 


a thyroiditis is reported to be a rare 
disease, the author observed 13 patients who 
had it, and has knowledge of eight other cases that 
occurred in the Los Angeles area, in the period from 
October 1948 to August 1950. Of the 21 cases re- 
viewed in this presentation, eight were in patients ob- 
served at The Moore-White Clinic between Septem- 
ber 1949 and February 1950. The occurrence of so 
many cases during a six-month period gives rise to 
wonder whether there might have been a common 
etiologic agent, such as a virus. In only one instance, 
however, was thyroiditis preceded by infectious dis- 
ease of the upper respiratory tract, although during 
the fall of 1949 such infections were prevalent in 
Los Angeles. Moreover, there was no seasonal pat- 
tern of incidence; the onset of the disease in the 21 
cases reviewed occurred in every month of the year 
except February and November. 


CLINICAL FEATURES 


In the present series there were 16 female and five 
male patients. Only 10 per cent of the 93 cases re- 
ported by Osmond and Portmann® were in men. 
The age range of patients in the present series was 
from 22 to 76 years; the average age was 41 years. 

The first patient observed was not diagnosed as 
having thyroiditis until the seventh day of the ill- 
ness, and even then the diagnosis was made timor- 
ously. Subsequently it was noted that while there 
may be a variety of primary symptoms, in most 
cases of subacute thyroiditis the clinical pattern is 
characteristic. It is remarkable, therefore, that the 
diagnosis so often is made apologetically, that it is 
so frequently missed, and that knowledge of the 
cause, the pathologic changes and the treatment is 
so scant. 
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The duration of symptoms in the 21 cases re- 
viewed was from five to 24 weeks and the average 
was ten weeks. Pain was the primary symptom in 
almost every case and in most patients it was local- 
ized in the region of the thyroid gland. Frequently 
the pain was thought to be deep in the pharynx 
rather than in the overlying structures. In some in- 
stances there was dysphagia and radiation of pain 
into the ear, the area about the ear, or the jaw— 
factors which might lead to erroneous diagnosis. 
Five of the patients had had pain of brief duration 
in the thyroid area several weeks or months before 
the onset of the thyroiditis. Seventeen of the patients 
had fever; in nine cases the temperature was more 
than 100° F. Fatigability, emotional instability, sweat- 
ing and tachycardia were prominent features, and 
the severity of these phenomena seemed excessive 
for the degree of pathologic change in the thyroid 
gland. Significant acceleration of the basal meta- 
bolic rate or decrease in the cholesterol content of 
the blood was not observed. However, elevation in 
the protein-bound iodine content was present in five 
of the six cases in which the test was performed; the 
levels were 4.7, 8.8, 9.1, 9.3, 10.7 and 12.7 micro- 
grams per 100 cc. respectively. Keating and associ- 
ates® recorded similar values in four cases of sub- 
acute thyroiditis. Radioiodine tracer studies were 
not carried out. Abnormally low radioiodine uptake, 
characteristic of myxedema, was observed by Keat- 
ing® and by Werner and associates.!2 Pronounced 
acceleration of the erythrocyte sedimentation rate 
was a characteristic feature in the present series, 
and the return to a normal rate was slow. 

In most cases the thyroid gland was enlarged, 
tender to palpation and very firm. There was no 
change in the overlying skin. Gradual spread from 
one lobe, to the isthmus, then to the other lobe oc- 
curred in five cases as in the migratory thyroiditis 
reported by King.’ In several cases the gland was 
nodular. This is a factor which may lead to erro- 
neous diagnosis of thyroid adenoma. In one case in 
which surgical treatment for adenoma was carried 
out, pathological changes typical of thyroiditis were 
observed. In those cases in which there were nodes 
in the gland, the nodularity subsided at the end of 
the illness. The firmness of the gland in thyroiditis 
is such as to arouse suspicion of malignant disease, 

Norte: Nine of the patients were observed in The Moore- 
White Clinic. The author wishes to thank os > 
Commons, George Fein, C. H. Linsley and E. ‘Wunder- 
lich for permission to use data on patients daoureeh by 
them, and Dr. Paul Starr for his constructive criticism 
and for permission to use reports of two cases from 
Angeles County General Hospital. Four of the patients 
were observed on the Medical Service, Wadsworth Hospi- 
tal, Veterans Administration Center, Los Angeles, and 
data on them are published with the permission of the 
Chief Medical Director, Veterans ‘Administration, who 


assumes no responsibility for the opinions expressed or 
the conclusions drawn by the author. 
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which is the reason thyroidectomy frequently is car- 
ried out. However, subacute thyroiditis is a charac- 
teristic disease, which runs a course to spontaneous 
cure. 


TREATMENT 


Evaluation of treatment is most difficult because 
the clinical course is so variable, a fact well illus- 
trated in the literature by the lack of agreement on 
the preferred method of treatment. 

When systemic symptoms are severe, rest in bed 
is indicated. Pronounced nervousness may be con- 
trolled with barbiturates, Severe pain necessitates 
the use of codeine or Demerol.® Local applications 
of hot compresses or ice packs give temporary relief 
without any apparent effect upon the course of the 
disease. Giving thyroid extract or iodides is not 
helpful. 

Antibiotics have been used with varying results. 
The sulfonamides have no effect. Penicillin has been 
reported’ as beneficial by several investigators 
(Scheinberg;!® Kast and Dannenberg;> Hertz‘), 
although the specificity of the drug is open to ques- 
tion in several of the recorded cases. Penicillin was 
given to four patients in the present series without 
effect. In one case fever of 100° F. or more persisted 
during eight days of penicillin therapy, then sub- 
sided by lysis. Hertz‘ stated that streptomycin or 
aureomycin might be of benefit in subacute thy- 
roiditis. However, no reports of cases in which it 
had been effective could be found. Aureomycin, in 
doses from 3.0 gm. to 4.0 gm. daily, was given to 
five patients and no improvement was noted. Fairly 
prompt subsidence of symptoms occurred in one 
case during aureomycin administration. 

Roentgen radiation was reported by Crile’ ? and 
by Osmond and Portmann’ to effect complete and 
prompt resolution. In the present series, three pa- 
tients given x-ray therapy seemed not to benefit dur- 
ing treatment; two appeared to improve. The dos- 
age used was 600 to 950 roentgens given over a 
period of six to 12 days. 

Thiouracil in the therapy of subacute thyroiditis 
was recommended by King and Rosellini.* Propyl- 
thiouracil was used in doses of 200 mg. to 300 mg. 
daily in four cases in the present series. In each case 
there was prompt relief of pain, but the swelling did 
not regress for from five to 14 days. Although the 
number of patients treated was small, in the auth- 
or’s opinion the most prompt and effective remis- 
sion of subjective and objective symptoms was ob- 
tained with propylthiouracil. 

Myxedema is not a common sequela of subacute 
thyroiditis. Osmond and Portmann’® recorded no in- 
stance of it in their series of 93 cases. However, 
Keating and co-workers® reported that myxedema 
developed in four of 16 cases. Clinical myxedema 
occurred in one of the 21 patients in the present 
series. 

Operation was done in three of the 21 cases here 


reviewed—in one because of suspicion of malignant. 
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disease and in the other two because of the impres- 
sion that an adenoma of the thyroid was present. 
In one case thyroiditis was proven by examination 
of a specimen removed with a Vim-Silverman needle. 


ETIOLOGY 


The term thyroiditis includes a variety of patho- 
logical conditions affecting the thyroid gland, all of 
which are considered, though not proved to be, in- 
flammatory in origin. Acute suppurative thyroiditis 
is a clearly established entity which develops occa- 
sionally in association with systemic disease and 
from which may be isolated such organisms as 
Staphylococci, Escherichia coli and B. typhosus. 
Acute nonsuppurative and subacute thyroiditis, 
struma fibrosa (Reidel’s struma) and struma lym- 
phomatosa (Hashimoto’s disease) also are thought 
to originate in either bacterial or viral inflamma- 
tory disease, although no proof for this belief has 
yet been presented. The term subacute thyroiditis, 
as discussed recently by Crile,!: 2 is believed to best 
describe the cases presented herein, which were of a 
type reported originally in 1904 by de Quervain.® 
Despite much argument and theorizing, a direct re- 
lationship between subacute thyroiditis and Reidel’s 
struma or Hashimoto’s disease has not been estab- 
lished. 

The etiologic factor initiating an attack of subacute 
thyroiditis is unknown, no organism having been 
isolated in the majority of cases. That the disease is 
of viral origin has been postulated since thyroiditis 
is reported to be frequently preceded by acute in- 
fection of the upper respiratory tract. However, no 
virus studies have been made, and the observation 
is open to question. Study of the cases in the present 
series indicates that the onset of thyroiditis may 
have been misdiagnosed as a respiratory infection 
because of the pain in the throat and, in some cases, 
earache. Schilling! suggested that the process might 
be initiated by an infectious agent, followed by 
acinar destruction and release of thyroglobulin into 
the intercellular spaces. Thus a secondary chemical 
inflammatory reaction might be induced, and the 
fairly long duration of the disease might be because 
of slow resorption. The duration of several months 
in some cases argues against an infectious agent as 
the sole cause of pathological change in thyroiditis. 
Also in this regard it is noteworthy that aureomycin 
was not effective. Should local epidemics of thyroid- 
itis or concurrent cases in families be reported, there 
would be presumptive evidence of an infectious 
cause. 


Osmond and Portmann’? postulated that the bene- 
ficial effects of roentgen therapy in subacute thy- 
roiditis might be due to inactivation of a virus by 
radiation, but this does not seem tenable in view of 
the response to propylthiouracil in the present series. 
If release of colloid into the interstitial tissue, as 
discussed by Schilling, is a factor in the prolonged 
course of subacute thyroiditis, it is possible that the 
value of both thiouracil and x-ray therapy may lie 
in the prevention of further formation of colloid. 
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PATHOLOGY 


All parts of the thyroid gland may be involved in 
the pathological process. The involved areas are 
very firm in consistency, white in color and adher- 
ent to the surrounding structures. On microscopic 
examination, normal acini are observed in the un- 
involved areas contiguous to areas in which there is 
degeneration of acinar epithelium. Colloid can be 
seen lying outside the acini, and it is phagocytized 
by foreign body giant cells. Many polymorpho- 
nuclear leukocytes may be noted in some areas, 
which suggests focal necrosis. There is dense in- 
crease in fibrous tissue between the acini, and inter- 
spersed throughout are lymphocytes, histiocytes and 
plasma cells. Where the follicular epithelium is not 
destroyed, it often is hyperplastic with either baso- 
philic or eosinophilic alteration in staining. The 
hyperplasia must be differentiated from common 
diffuse hyperplasia and from neoplasia. 

511 South Bonnie Brae Street. 
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SUMMARY 


Urethral disease in women and girls often 
is overlooked. As the urine may seem to be 
normal as determined by repeated urinalysis, 
the symptoms—urinary frequency and burn- 
ing—may be attributed entirely to other pel- 
vic disease or to functional disorder. Since 
erroneous diagnosis may lead to unnecessary 
procedures or to neglect of treatment with 
consequent development of severe disease in 
the kidneys or ureters, it is important to con- 
sider urethral lesions as a possible cause in 
any case of abdominal discomfort in women. 

The most common lesions of the urethra in 
women are urethritis, stricture, caruncle, in- 
flammatory polyps and cysts, prolapse of the 
urethra, and diverticulum. In some cases 
diagnosis can be made simply on the basis 
of inspection and palpation. In others more 
extensive diagnostic procedures must be car- 
ried out in order that treatment may be de- 
finitive. 

The methods of treatment, varying with 
the nature of the lesion, are outlined herein. 





AN often overlooked cause of urinary frequency 
and urgency in women, with burning and pain 
when urine is discharged, is urethral disease of one 
kind or another. 

In a study of 1,000 women with frequency of uri- 
nation, Bugbee? noted that lesions of the urethra 
were partially or wholly responsible in 690 instances. 
Stevens,!! in a report on 650 consecutive cases of 
urinary disturbances in women, said that in 123 
cases the symptoms were caused entirely by disease 
of the urethra, and in 501 cases partly by lesions 
there. 

In some cases of urethral disease there is referral 
of pain to the groin, to the lower abdomen, to the 
lumbar or sacral regions, to the rectum, or to the 
thighs. Misinterpretation of pelvic myalgia in such 
circumstances may lead to unnecessary operations 
or to diagnosis of psychoneurosis and to neglect of 
a distressing and potentially dangerous disease. It 
is particularly noteworthy that diagnostic attention 
may be misdirected because in urethral disease 
there may be no abnormality in the urine as deter- 
mined by simple urinalysis. 


Presented before the Joint Meeting of the Sections on 
General Practice and Urology at the 80th Annual Session 
“ the a Medical Association, Los Angeles, May 13 
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Common Lesions of the Urethra in Women 
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Lesions of the urethra should always be consid- 
ered a possible source of abdominal discomfort in 
omen. Recognition of them is important not only 


because of the distress they cause in themselves and 


the erroneous diagnoses and needless procedures 
that may result if they are overlooked, but also be- 
cause of the back-pressure effects upon the upper 
urinary tract. Urethritis in young girls!’ particu- 
larly has never been given the emphasis merited by 
the incidence and importance of the disease. Too 
often in girls pyelitis is erroneously diagnosed and 
chronic urethritis overlooked or improperly evalu- 
ated until more serious disease results from it. 


The most common urethral diseases in women are 
acute and chronic urethritis, stricture, caruncle, in- 
flammatory polyps and cysts in the posterior urethra 
and in the neck of the bladder, prolapse of the 
urethra, and diverticulum. 


ANATOMIC AND ETIOLOGIC FACTORS 


As the urethra in females is close to the organs 
of the generative tract, it is susceptible to trauma 
at childbirth and to inflammation from being con- 
tinually bathed in secretions arising from the vagina 
and cervix which contain a variety of pathogenic 
organisms. It is also exposed to contamination from 
the rectum. Hence the abatement of chronic endo- 
cervicitis or vaginitis and proper rectal and vaginal 
hygiene are important in the elimination of urethral 
inflammation. Opening on the floor of the urethra 
just within the meatus are para-urethral or Skene’s 
glands (tubulo-alveolar glands) which play an im- 
portant part in persistent infection, chiefly gonor- 
rheal, in the urethra. A few observers® have noted 
that in some women there are glands in the posterior 
urethra closely resembling the prostate. Hypertrophy 
of these glands or infection in them may lead to 
urinary obstruction. 


DIAGNOSIS AND TREATMENT 


The diagnostic procedures—not all of them nec- 
essary in all cases, of course—consist of ordinary 
inspection and palpation of the urethra, determina- 
tion of the diameter of the lumen (normally about 
8 mm. in women), analysis and culture of urine re- 
moved by catheter, endoscopic and cystoscopic in- 
spection, measurement of residual urine, histologic 
study of sections of removed tissue, and roentgeno- 
graphic delineation of the urethral channel. In ad- 
dition in many cases a complete urologic examina- 
tion, including studies of renal function, ureteral 
catheterization, and x-ray visualization of the upper 
urinary tract, should be carried out in order to make 
sure that the disease is confined to the urethra. The 
more extensive examination is particularly impor- 
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tant if there is blood or pus in the urine. It should 
be borne in mind that lesions elsewhere in the uri- 
nary tract as well as diseases of the generative or- 
gans often coexist with urethral disease. They may 
cause symptoms similar to those of disease of the 
urethra, which is one reason for confusion and over- 
sight in diagnosis. 


Acute Inflammation of the Urethra 


Acute urethritis in women is due in most in- 
stances to gonorrheal infection, but nonspecific in- 
fection of the urethra is commoner in females 
than in males, It may be caused by trauma in dif_i- 
cult labor, masturbation or coitus, by prolonged, 
too vigorous or too frequent instrumeniation, by 
the instillation of strong chemical solutions, by the 
use of improperly sterilized catheters or instruments, 
or by the presence of other foreign bodies, such as 
calculi. Patients frequently note the onset of dys- 
uria soon after catheterization following delivery or 
major operation, particularly operation on the pel- 
vic organs. Interstitial urethritis may result from 
infection focused elsewhere in the body (tonsils, 
sinuses, teeth, cervix). Dietary errors, highly acid 
urine, and alcoholic excesses may cause much irri- 
tation in the urethra. The urethral changes may be 
secondary to cystitis or pyelonephritis. A constricted 
urinary meatus, interfering as it does with free 
drainage, predisposes to infection. In some cases 
the origin of the urethritis is indeterminate. 

The symptoms are diurnal frequency, urgency, 
nocturia, burning, and pain on urination, dyspareu- 
nia and occasionally hematuria. The diagnosis is 
made on the basis of the history, physical examina- 
tion, urinalysis, smears or culture of the urethral 
secretions, and at times examination of the urethra 
with a cystourethroscope. 

Digital examination should be done by placing 
the index finger in the vagina and palpating the 
ventral surface of the structure. The urethra should 
then be gently stripped, particularly in the region 
of the Skene’s glands. By this means, tenderness, 
thickening or induration of the urethra, suppura- 
tion or the presence of a diverticulum may be noted. 


A patient with acute inflammation of the urethra 
must force fluids, eat a bland diet, abstain particu- 
larly from alcohol, tea and coffee, and take hot sitz 
baths daily. The urine should be alkalinized, and if 
causative organisms such as gonococci, colon bacilli 
or staphylococci are found, the appropriate sulfona- 
mide or antibiotic should be given. In some cases 
rest in bed or rest off the feet should be insisted 
upon. If the meatus is narrow or partially stenosed, 
meatotomy should be done. 


Chronic Inflammation of the Urethra 


Chronic urethritis may follow gonorrheal infec- 
tion, although it is less often a sequel now that there 
is widespread use of the sulfa drugs and antibiotics 
in the treatment of gonorrhea. Usually the urethra 
is tender and thickened, often with a stricture pres- 
ent. The organism may be noted in material stripped 
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from the Skene’s glands. The symptoms are urinary 
frequency and urgency and constant dull pain which 
is often referred to the suprapubic region, to the 
vagina or to points higher in the abdomen. The 
treatment is to force fluids, administer penicillin or 
one of the newer antibiotics and order hot sitz baths. 
Persistent foci of infection in the cervix, in Skene’s 
glands or in Bartholin’s glands should be cleared up. 
Chronic nonspecific or nongonorrheal urethritis, 
a very common disease in women, occurs most often 
in patients in middle life and in married women. 
In many cases the cause is obscure but it is usually 
the aftermath of acute inflammation of the urethra. 
Neglect of vulvar hygiene, trauma of childbirth, 
irritation from sexual intercourse or masturbation, 
cervicitis, vaginitis, and infection at more remote 
points (teeth, sinuses, tonsils) are considered as 
etiological factors. Stricture of the meatus is a pre- 
disposing factor. Hunner’ put great emphasis on 
focal infection elsewhere as a factor in nonspecific 
urethritis in women: “One learns by experience to 
suspect a distant focal infection as the etiological 
factor in any urinary tract lesion, whose symptoms 
appear only periodically, the intervals being marked 
by freedom from symptoms.” The author agrees 
with this opinion and believes that with the use of 
the sulfa drugs and antibiotics there is a tendency 
to omit looking for foci of infection elsewhere, par- 
ticularly in the bowel and the generative organs. 


The usual symptoms of chronic urethritis in wo- 
men are diurnal and nocturnal frequency, severe 
urgency, burning and pain on urination and often 
suprapubic and lumbosacral discomfort. Pronounced 
nervousness is often present. Less common are se- 
vere tenesmus, a sensation of incomplete emptying 
of the bladder, and stress incontinence. While hema- 
turia occurs occasionally, by and large the results 
of urinalysis are normal. Upon inspection and ex- 
amination with the finger in the vagina, the urethra 
may be noted to be slightly thickened or indurated, 
reddened, and tender. Passage of a catheter or 
sound may be difficult because of sensitivity or stric- 
ture. A pelvic examination, including speculum ex- 
amination of the cervix, should be carried out. 
There may be contraction and sclerosis of the uri- 
nary meatus and inflammation of the Skene’s ducts. 
The inflammatory changes, however, usually are 
limited to the deeper portions of the urethra? and 
the bladder neck. When cystocopic examination is 
carried out, inflammation of the entire urethra may 
be noted, but it is more pronounced in the posterior 
portion where the blood vessels are prominent. The 
mucosa has a red, granular, irregular appearance. 
Inflammation often extends from the urethra onto 
the trigone of the bladder, where there may be small 
openings resembling infected, dilated ducts, small 
cysts filled with clear fluid, or a number of red 
polyps with narrow stalks and long flowing fronds. 
Often present near the sphincter and interfering 
with its action are tiny inflammatory polyps. If the 
inflammation in the posterior urethra has been pres- 
ent a long time, there may be cicatricial changes 
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causing sclerosis of the bladder neck or median bar 
formation such as that observed in bladder neck 
obstruction in men. Patients in whom such changes 
have taken place may have a dilated bladder with 
trabeculation and residual urine. In some cases the 
ureters and the renal pelves may be dilated as a re- 
sult of back-pressure. Renal function studies and 
intravenous urograms to determine the status of the 
upper urinary tract should be made in most cases. 


Local and constitutional therapy should be car- 
ried out. The urethra should be gradually dilated 
by treatments at weekly intervals until a No. 28 or 
No. 30 (French) sound will pass easily. The bladder 
should be irrigated with solutions of 1:10,000 potas- 
sium permanganate or 1:10,000 silver nitrate both 
for antisepsis and to stretch the bladder, for often 
the capacity has been reduced as a result of fre- 
quent urination. A soothing antiseptic solution such 
as 5 per cent Argyrol® or 1:8,000 acriflavine then 
may be introduced. If infection remains, the topical 
applications of 10 per cent to 20 per cent silver 
nitrate solution through an endoscope will prove 
helpful. For destruction of inflammatory cysts and 
polyps, light fulguration of the growths and of the 
entire posterior urethra with high frequency current 
has been found quite effective. In a few cases of 
long-standing inflammation where sclerosis of the 
bladder neck with median bar formation has oc- 
curred, causing less than complete emptying of the 
bladder at urination, transurethral resection of the 
obstructing tissue has been done, with good results. 
Microscopically examined, the tissue removed in 
such cases resembled that observed in chronic pros- 
tatitis. 

The constitutional therapy involves putting the 
patient on a bland diet, forcing fluids, administering 
sedatives and antispasmodics such as Donnatal,® 
ordering hot sitz baths, and abating any existing 
adjacent or distant foci of infection in the cervix, 
vagina, teeth, tonsils; gallbladder or gastrointestinal 
tract. In a few cases in which the symptoms were 
not relieved by the measures described, proscribing 
certain foods or substances to which the patient was 
found to be sensitive, and administration of ephed- 
rine or antihistamines, was beneficial. Any concomi- 
tant urinary tract infection should be treated with 
the appropriate sulfa drug or antibiotic agent. 


Patients at or past the menopause may have atro- 
phic menopausal urethritis, characterized by thin- 
ning and atrophy of the vaginal mucous membrane 
about the urethra with splotchy areas of reddening 
or petechiae extending into the vestibule. For such 
patients the local use of estrogenic hormones® with 
vaginal suppositories of stilbestrol, 0.1 mg. each, 
inserted nightly for three weeks, followed by a rest 
period of one week and then readministration if 
necessary, is often efficacious. Oral administration of 
small doses of an estrogen is helpful in some cases. 


Stricture of the Urethra 


Urethral stricture, which is pathologic diminu- 
tion of the lumen or of the distensibility of the 
urethra, is a common condition in women of all 
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ages. It may be congenital, and often in young girls 
is associated with partial stenosis of the meatus,‘ 
which should be corrected by meatotomy. For chil- 
dren with urethral stricture or obstruction at the 
neck of the bladder, early diagnosis and proper 
treatment is important lest irreversible changes oc- 
cur in the upper urinary tract. In older women the 
causes are acute or chronic infection of the urethra 
(chiefly gonorrheal), and trauma in childbirth, in 
coitus, in rough instrumentation, or in operation. 
Senile strictures with induration of the entire canal 
tend to occur in elderly women. 

The symptoms of stricture are variable and may 
be progressive—from frequency, to terminal drib-' 
bling, to hesitancy and weakness of the urinary 
stream with difficulty in emptying the bladder, to 
complete urinary retention. Often little girls with 
stricture coniplain of great frequency during the 
day, of straining to void, of intermittency of urina- 
tion, and of enuresis. If infection occurs, as it may 
if there is chronic stricture, the primary symptoms 
may be those of pyelonephritis, with backache, py- 
uria, chills and fever. Many cases of recurrent 
pyelonephritis in children and also in adults are 
due to urethral stricture. 

The diagnosis is made on the basis of a history of 
difficulty in urinating and of recurrent urinary tract 
infection, and results of examination of the urethra 
with a catheter, a sound and bougie a boule, and a 
cystoscope. Resistance to passage of a catheter or 
small sound will be noted and the urethra will seem 
to grip the instrument. The diameter of the urethra 
(normally about 8 mm. in adults) can be deter- 
mined with a sound or bougie a boule. In urethro- 
scopic examination, the urethral tissue will be ob- 
served as pale and cicatricial with loss of striae. 
There may also be congestion, desquamation, ero- 
sion or superficial granulation. 

Treatment involves periodic dilatation of the 
urethra until the normal calibre is established, the 
use of antibiotics for infection, hot sitz baths, and 
eradication of foci of infection. 


Urethral Caruncle 


Urethral caruncle, a friable, sensitive vascular 
tumor situated on the floor of the urethral meatus, 
is very common in middle-aged and elderly women. 
It is usually attached by a single base and protrudes 
through the external orifice as a raspberry-like 
mass, which may be sessile but usually is freely 
movable and pedunculated. It is soft and bleeds 
easily upon manipulation. The patient complains 
of pain, exaggerated by movement and urination, 
and of a blood-stained discharge. Bleeding, which is 
usually spotty but may be heavy, is a prominent 
symptom. The blood is usually seen at the beginning 
or end of urination, or following coitus, friction 
from clothes or pads, or other trauma. Often car- 
uncles are exquisitely sensitive and cause such dis- 
tressing symptoms as to lead to neurasthenia, in- 
somnia, loss of weight, despondency, melancholia 
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and other mental disturbances. On the other hand, 
in many cases there are no symptoms. 

While the cause of caruncles is not definitely es- 
tablished, various investigators have inculpated con- 
gestion of the urethra, rupture of cysts of Skene’s 
ducts, chronic irritation of the urethral mucosa and 
estrogen deficiency. Palmer, Emmett and MacDon- 
ald,? who studied 120 cases of urethral caruncle 
from the histopathologic and clinical aspects, -con- 
cluded that caruncle is a partial localized prolapse 
of the urethral mucosa, associated with chronic in- 
flammation. Begg! agreed and said that the chief 
cause of urethral prolapse is infection, present and 
past. The histological appearance of a caruncle is 
essentially that of chronically inflamed, proliferative 
mucosa; edema and vascular engorgement are 
prominent features. Caruncles are classified, accord- 
ing to the predominant histologic ‘character, as 
granulomatous, papillomatous or angiomatous. 


No treatment is necessary for small asymptomatic 
caruncles. For others, the best treatment, in the 
author’s opinion, is that suggested by Walther:!* 
After local anesthetization or the administration of 
Pentothal® intravenously, the urethra is stretched, 
the tumor is grasped with Allis forceps or traction 
suture and pulled forward to expose the base. It is 
cut across at the base with an electric cutting loop, 
and the base then is thoroughly fulgurated to pre- 
vent recurrence. Care must be taken not to fulgu- 
rate too much of the surrounding mucosa of the 
urethra lest stricture be caused. Topical application 
of silver nitrate solution is ineffective in the treat- 
ment of caruncle. 


Many irritative urinary symptoms usually attrib- 
uted to urethral caruncle, when such a lesion is pres- 
ent, are more often due to associated stricture of the 
urethra or chronic posterior urethritis. The author 
carries out a thorough examination of the urethra in 
all such cases in order to detect and correct patho- 
logical changes. 

After a caruncle is removed, the patient should be 
examined frequently so that the urethra may be 
properly dilated and recurrence of the tumor, which 
is common, prevented. A microscopic study should 
be made of all caruncles to differentiate caruncle 
from malignant tumors of the female urethra such 
as carcinoma and sarcoma, which are fortunately 
infrequent. 


Prolapse of the Urethra 


Prolapse of the urethral mucosa may occur in 
infants and young girls but is most common in 
women past middle age. It may be partial but usu- 
ally the entire circumference of the mucosa is in- 
volved. The chief predisposing cause is generally 
considered to be a weakness of the urethral wall, 
which may be congenital, the result of trauma such 
as is sustained during delivery, or the result of gen- 
eral weakness and debility. As precipitating causes, 
such factors as chronic cough, straining at stool, 
vesical tenesmus, calculi in the bladder, persistent 
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diarrhea, and parturition must be considered. In 
the cases of two 9-year-old girls reported by Zeiger- 
man and Kimbrough, direct trauma—fall from 
a bicycle and a kick in the vulva—was the precipi- 
tating cause. 


The lesion is a red, congested mass that protrudes 
several centimeters from the meatus and exudes a 
serosanguineous fluid. Occasionally infarction or 
strangulation occurs and the mass becomes ulcer- 
ated and necrotic. Symptoms may be slight but there 
is usually frequency, pain and burning on urina- 
tion, difficulty in voiding, and bleeding, particu- 
larly if the mass is manipulated. 

The method of treatment depends somewhat upon 
the cause and the extent of the prolapse. If the 
cause is an acute inflammatory process, reduction 
of the mass, the application of astringent compresses 
and removal of the cause of inflammation may be 
all that is required. In some cases a catheter may be 
inserted and left in place until the edema subsides. 

In the author’s experience, the most satisfactory 
treatment is to circumcise the redundant mucosa 
with high frequency current and fasten the cut edges 
to the vestibular margin of the vagina. Stellate ful- 
guration with high frequency current or slow elec- 
trocoagulation with a flat electrode is also consid- 
ered effective treatment. 


Diverticulum of the Urethra 


Diverticulum® of the urethra usually is manifest 
as a painful, fluctuating mass in the middle third of 
the urethrovaginal septum which communicates 
with the urethral canal. It usually causes frequency 
of urination, and discomfort during coitus or when 
the patient is sitting or walking. At the end of urina- 
tion there is often a discharge of pus or cloudy 
urine. Formation of stones in the sac is rather com- 
mon. In inspection and palpation of the ventral sur- 
face of the urethra, a pouch can be seen and felt. 
The contents, which can be expressed by palpation, 
are often purulent. The site of the orifice into the 
urethra can be ascertained by urethroscopic exam- 
ination. For purposes of roentgenographic study, a 
radiopaque material can be introduced through a 
ureteral catheter coiled in the sac. 

Diverticulum of the urethra is believed to be 
caused by developmental defect, by herniation of 
the urethral canal at a point weakened by trauma, 
or by rupture into the urethral canal of a retention 
cyst or an abscess of the urethral wall. 

The most effective treatment is complete surgical 
removal of the pouch with closure of the defect in 
the urethra and urethral catheter drainage of the 
bladder for a week or ten days. 


Congenital Valves 


Congenital valves or bands of tissue in the pos- 
terior urethra are not as common in girls as in boys 
but must be considered in all cases of urinary diffi- 
culty in the young, particularly when there is evi- 
dence of renal insufficiency. 
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Newer Concepts of Anatomy of the Lungs 


Advantages to Surgeons, Internists, Bronchoscopists and Radiologists 


Harowp H. Linpner, M.D., and Joun B. pe C. M. Saunpers, B.M., San Francisco 


SUMMARY 


In the newer concept of the anatomical 
divisions of the lungs, the bronchopulmo- 
nary segment is the primary unit. Specific 
lung areas are identified by their relation- 
ship to the branch of the bronchus that serves 
them. The left upper lobe apical segment, 
for example, is that which is supplied by the 
left upper lobe apical bronchus. The boun- 
daries of the segments are definitive; thin 
tissue surrounds each segment. 

Some diseases of the lungs tend to progress 
only “through channels”—reaching a seg- 
ment via the specific airway serving it, and 
then frequently remaining within the seg- 
mental boundaries. 

The concept is of particular importance to 
surgeons because of the trend toward seg- 
mental resection and salvage of vital lung 
tissue. In addition, a more definitive nomen- 
clature, useful to surgeons, internists, radi- 
ologists and bronchoscopists in designating 
the location of a lesion or a foreign body, is 
possible. 


oo recent rapid advances made by thoracic sur- 
geons upon problems relating to segmental pul- 
monary operations have virtually forced the entire 
medical profession, including clinical anatomists, to 
take stock of the present knowledgé of anatomy of 
the lungs. Despite the great forward strides in the 
direction of more accurate diagnosis and surgical 
treatment of thoracic lesions during the past decade, 
it was not until the period immediately following 
World War II that the present newer concepts of 
pulmonary segmental anatomy began to be formu- 
lated. Owing primarily to the investigations and 
writings of Huber, Churchill, and the Macklins, and, 
in addition, to the incessant demand of surgeons, 
great interest has been taken in, the field of pulmo- 
nary anatomy and revolutionary changes have been 
wrought. The fundamental concept, which is respon- 
sible for the pronounced change in ideas on pul- 
monary structure, is, in Huber’s words, that “the 
lung in its ultimate analysis is the complete and total 
branching of the bronchus leading to the lung.” 

This new idea of the predominance of the bron- 
chus and of its major branches immediately chal- 
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lenges the position of the lobe as the primary ana- 
tomical unit and brings to the fore the broncho- 
pulmonary segment as the functional pulmonary 
unit. In order to visualize properly the lung from the 
point of view of its divisions into bronchopulmo- 
nary segments, it is necessary first to modify, if not 
abandon, the usual concept of a tri-lobed right lung 
and a bi-lobed left lung. This concept of lobar divi- 
sions is based, anatomically, solely upon the pres- 
ence of the surface fissures, which are but suppo- 
sitious indications of the fundamental underlying 
structure. Instead, in order to reorient thinking to 
the bronchopulmonary plane, physicians must train 
themselves to visualize the anatomy of the main stem 
right and left bronchi and their major branches. 


Physicians who are unaware of the basis for bron- 
chopulmonary segmental anatomy should take note 
of the experimental work in which it was observed 
that the injection of colored gelatin or air into the 
bronchial subdivision in question filled only the 
bronchopulmonary division served. Injection very 
satisfactorily delineates the boundaries of these di- 
visions. Furthermore, with careful technique it is 
possible to dissect out the thin connective tissue 
planes between the various bronchopulmonary seg- 
ments. Finally it is a commonly known anatomical 
fact that the normal as well as the accessory pul- 
monary fissures lie in the planes between the bron- 
chopulmonary subdivisions. 


The branching of the main stem bronchi and their 
development into the bronchopulmonary segments 
may be observed by starting at the main stem bron- 
chus just below the tracheal bifurcation and follow- 
ing the entire bronchial course. The right main stem 
bronchus has three main branches, one each for the 
upper, the middle and the lower lobe. The branch 
for the lower lobe is actually a continuation of the 
main stem bronchus inferiorly into the lower lobe. 
The right upper lobe bronchus subdivides into three 
distinct branches to establish the apical, the sub- 
apical, and the pectoral divisions of the lobe. The 
bronchus to the right middle lobe divides into two 
branches, one for the lateral middle and one for the 
medial middle segments. It should be noted that the 
two divisions of the right medial lobe lie in a plane 
lateral and medial to one another; it is in this area 
only that a fundamental distinction exists between 
the right and left lungs. The continuation of the 
right main stem bronchus into the lower lobe gives 
off an upper branch to the apical segment of this 
lobe. The remainder of the bronchus subdivides 
into branches, one each to the anterior, middle and 
posterior basal portions of the lobe, and another to 
the cardiac segment of the lower lobe. 
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LEFT LUNG -LATERAL SIDE 


In following the course of the main stem bronchus 
of the left lung, it will be noted that the main branch 
to the left upper lobe subdivides into two branches. 
One of these goes to the portion of the left upper 
lobe corresponding to the right upper lobe. The 
other branch is for the lingula, or that portion of the 
left upper lobe which corresponds to and is the 
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LEFT LUNG - MEDIAL SIDE 


homologue of the right middle lobe. The upper’ of 
these branches has three main divisions establishing 
the pectoral, the apical, and the subapical segments. 
The lower branch divides into two branches, one 
to the upper and the other to the lower lingula. 
Thus, the two segments of the lingula lie superior 
and inferior, one to the other, unlike the segments 
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of the right middle lobe which occupy medial and 
lateral positions. The main continuation of the bron- 
chus to the left lower lobe breaks up into branches 
like those on the right, which run to the apical, the 
posterior, the middle, and the anterior basal lobes. 


It would be well to have a nomenclature that 
would indicate the relationship between the seg- 
ment of the lobe in question and the branch of the 
bronchus supplying it. This would considerably 
diminish the number of anatomical terms and make 
for easier understanding of the relationship and the 
locale of the segment and the bronchus referred to. 
It would be convenient to say, for example, that the 
left upper lobe apical segment is supplied by the 
left upper lobe apical bronchus; the bronchus would 
derive its name from the bronchopulmonary segment 
it serves and the bronchopulmonary segment would 
derive its name from its position in the lung as the 
lung is viewed from a medial or a lateral plane. In 
like manner, the left lower lingula bronchus would 
be known to supply the left lower lingula segment. 
With such a nomenclature, such confusing terms as 
epiarterial bronchus, cardiac stem bronchus, hypar- 
terial bronchus, and others, would be avoided. 


It is true that there is considerable variation of 
the pattern of the bronchopulmonary segments as 
outlined in preceding paragraphs. However, these 
deviations are no greater than those which occur in 
any other well delineated and pictorialized anatomi- 
cal areas, as, for instance, in the arterial supply to 
the stomach or in the venous return from the scalp 
and face. Certainly the largest structures, the major 
bronchi and their major branches, deviate very little 
from charted pattern either as to the site of division 
or the number of divisions. 


(It is noteworthy that there is a higher degree of 
constancy of pattern in all the main branches of 
both the right and left upper bronchi than there is 
in the lower lobe bronchi, particularly that group 
of lower lobe bronchial branches running to the 
anterior, the middle and the posterior basal seg- 
ments. ) 


Obviously this newer concept of pulmonary anat- 
omy is of clinical importance to internists, to bron- 
choscopists, and to surgeons who are called upon 
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to resect pulmonary segments. Radiologists already 
have profited in many instances from this new con- 
cept, for it is helpful in stating the location of spots 
or areas of disease. A report that there is indication 
of pathologic change in a specific bronchopulmo- 
nary segment or perhaps in adjoining segments is 
certainly more accurate than reports written in the 
older lobar terms could be. It is possible, for exam- 
ple, to give the location of atelectatic areas by the 
bronchopulmonary segment in which they occur, 
which in a large number of cases will be the full ex- 
tent of the lesion. This is true also of the newer groups 
of viral pneumonia, in which the lesions, although 
spotty and scattered, tend to stay within broncho- 
pulmonary segments. In addition, when a radiolo- 
gist attempts to define for a bronchoscopist the loca- 
tion of a foreign body, he can do so more readily 
and accurately. 

To bronchoscopists, the concept of bronchopul- 
monary segmentation and the more precise nomen- 
clature are of further value. It is possible to state 
with almost complete accuracy the location of puru- 
lent lesions or of neoplastic tissue, as determined by 
the aspiration of pus or cellular secretion from the 
smaller bronchus in question. 

With the surgical trend increasingly toward seg- 
mental pulmonary resection when possible, knowl- 
edge of the bronchopulmonary segments becomes 
imperative. The consequent saving of normal lung 
tissue, with attendant preservation of more nearly 
normal aeration and respiratory and mediastinal 
movement, is an outstanding surgical advance. 

Another facet of the importance of the broncho- 
pulmonary concept concerns the known predilec- 
tion of various pathological processes for a specific 
bronchopulmonary area or areas. Tuberculosis fa- 
vors the upper apical segment. Abscess is frequently 
observed in the apical and pectoral segments of the 
upper lobe and also in the posterior basal segment 
of the lower lobe. Bronchiectasis often involves the 
lower lobe on one or both sides, and in addition the 
neighboring part of the right middle lobe or the lin- 
gula division of the left upper lobe. Knowing what 
disease is most likely to occur in a given segment is 
useful in differential diagnosis. 
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Some Relationships Between Heart Attacks 
and Paralytic Strokes 


CLARENCE W. OLseEn, M.D., Beverly Hills 


SUMMARY 


When a patient suddenly collapses and 
loses consciousness, it is reasonable to assume 
that both the heart and the brain are acutely 
disordered, In as many as one case in three in 
which permanent paralysis occurs, cerebral 
softening rather than hemorrhage is observed 
at autopsy. Because there is no proof that in 
the early stages of stroke the changes are 
irreversible, and because in a significant pro- 
portion of cases the heart is simultaneously 
injured, both stellate ganglion block and 
anticoagulant therapy seem justified. 


ane a hundred years ago Stokes! was collect- 
ing and publishing observations on cases of 
slow pulse. He described what were then called apo- 
plectic, pseudo-apoplectic or syncopal attacks, in 
which patients suddenly lost consciousness and al- 
most always recovered fairly rapidly and without 
residual paralysis. He wrote: “The opinion that the 
apoplectic seizures are owing to deficient arterial 
supply seems the most tenable. The suddenness of 
the attack, and, in many instances, the rapidity of 
the recovery, are in favor of this view.” 


Hemiplegia with cerebral softening, due to spon- 
taneous or induced bradycardia, has been reported. 
In one of the cases collected by Stokes, extensive 
softening of the brain, especially the left cerebral 
hemisphere, and pathological changes in the heart 
and aorta, were noted at autopsy. Steegmann and 
Feil'® reported two cases of hemiplegia. One patient 
had auriculoventricular rhythm, with a rate of 32 
per minute, and the other had complete auriculo- 
ventricular block with a ventricular rate as low as 
20 per minute when the pulse was barely perceptible. 
Steegmann and Feil did not believe that the lesions 
could be caused by generalized slowing or stoppage 
of the flow ‘of blood. However, in the second of the 
two cases, in which death occurred more than a year 
after the stroke, no arterial occlusion or source of 
embolism was observed at autopsy. 


New possibilities for therapy in cases of cerebral 
vascular accident provide an incentive for closer 
analysis of the pathogenesis of cerebral lesions ac- 
companying apoplexy. If there is such a thing as a 
paralytic stroke that is not necessarily due to hem- 
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orrhage, embolism or thrombosis, and in which there 
is strong tendency toward spontaneous recovery, the 
fact should be worth recognition. 

Of all the cases of cerebral vascular accident, the 
most dramatic are those in which sudden loss of 
consciousness occurs. This is not, in all cases, due to 
hemorrhage. Aring and Merritt? noted, in a study 
of 245 cases, that while coma developed early in 51 
per cent of cases of hemorrhage, it also was an early 
symptom in 32 per cent of cases of thrombosis. Cad- 
walader* observed that in 35 cases of cerebral vas- 
cular accident, each of which began with sudden 
profound loss of consciousness, hemorrhage occur- 
red in 24 and softening in 11. 

It should be borne in mind that it is common 
practice to use the term thrombosis rather loosely 
when it is known only that the lesion in question is 
an infarct. The term is also commonly applied in 
cases of infarction of the heart, which are diagnosed 
as coronary thrombosis although it is known that 
thrombosis is not essential to myocardial infarction. 
With this reservation in mind it can be said, on the 
basis of the statistics just cited, that in as many as 
one of three cases of infarction of the brain sudden 
loss of consciousness occurs, and that in the 35 cases 
of paralytic stroke with sudden loss of consciousness, 
approximately one in three was caused by cerebral 
infarction rather than hemorrhage. 

In cases of paralytic stroke the presence of a gross 
lesion of the brain, suspected or verified, may influ- 
ence one to attribute all the associated symptoms, 
including loss of consciousness, to the gross lesion. 
This attitude results from the deep impression made 
by the first discovery of hemorrhage, thrombosis 
and embolism in cases of apoplexy. It has only re- 
cently been recognized that unconsciousness occurs 
only in the presence of the following conditions: 
(1) a lesion of the midbrain, (2) a neighboring or 
distant intracranial lesion which indirectly disturbs 
the midbrain, or (3) a generalized depression of 
function of the cerebrum and brain stem due to cir- 
culatory, metabolic or neurotrophic disturbance. 
Unconsciousness of the kind caused by the third 
condition mentioned is, when transitory, equivalent 
to syncope. 


COINCIDENCE OF STROKE AND CARDIOVASCULAR 
INSUFFICIENCY 


Investigation has shown quite conclusively that 
there is a close relationship not only between cere- 
bral vascular disease and cardiovascular disease in 
general but also between acute myocardial infarction 
and acute cerebral vascular accident in particular. 
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Wilson and co-workers'® recently published obser- 
vations in a series of 542 cases of acute cerebral 
vascular accident in which autopsy was carried out 
in the Laboratory of Neuropathology at the Phila- 
delphia General Hospital. In 361 (66 per cent) of 
these cases there was either clinical or postmortem 
evidence of cardiovascular insufficiency at the time 
of the stroke. In 75 cases an acute cardiac catastro- 
phe was associated with the stroke—acute myocar- 
dial infarction in 55, mural thrombus or thrombosis 
of the cardiac atrium in 12, thrombosis of the aorta 
or mesenteric arteries in three and rupture of aortic 
aneurysm in three. 


Race and Lisa’ reported that in 100 consecutive 
autopsies in which acute myocardial infarction or an 
acute cerebral vascular accident was observed, both 
lesions were present in 15 cases. It has been recog- 
nized and generally accepted that emotional excite- 
ment predisposes both to heart attacks and to para- 
lytic strokes. In this connection, some facts bearing 
on the controversial subject of cerebral vascular 
spasm deserve mention. According to Schmidt,® con- 
striction is the natural tendency of cerebral blood 
vessels, when not acted upon by intravascular pres- 
sure or chemical vasodilator influences. Carbon di- 
oxide is the best vasodilator of the brain, and acap- 
nea is a potent cause of cerebral vasoconstriction. 
Thompson?” observed that in some emotionally ex- 
cited patients anginal pain accompanied by inver- 
sion of T waves or ST segment depression with 
pronounced lowering of T waves in the electrocar- 
diogram is associated with hyperventilation. Thomp- 
son cited Barach who noted that under certain con- 
ditions carbon dioxide protected against constriction 
of the coronary vessels with coronary insufficiency, 
as observed electrocardiographically. 


It is interesting to note that in one patient at the 
Los Angeles County Hospital for treatment of heart 
block, asystole was readily induced by voluntary 
hyperventilation. Syncope with electroencephalo- 
graphic changes likewise occurred, but the patient 
recovered from the hazardous experiment without 
any evident residual effects. It seems likely, how- 
ever, that emotional discharges can cause simul- 
taneous depression of cardiac and cerebral function, 
and can give rise to permanent residual effects in the 
heart and the brain, even though the subject may go 
through many crises without any permanent ill ef- 
fect. Engel,® discussing syncope in relation to heart 
disease, made the following comments: “Physicians 
and patients commonly associate fainting with heart 
trouble, but most patients who faint do not have 
heart disease and of those who do, relatively few 
faint. On the other hand, since heart disease is the 
most common cause of sudden death, perhaps it 
would be more correct to say that fainting with 
heart disease actually is common, but the first attack 
is usually fatal. Indeed, most of the patients with 
heart disease who faint eventually die during such 
an experience.” 

While Stokes'! spoke of the apoplexy associated 
with bradycardia as “non-paralytic,” in a sense this 
is not true. The patient in a syncopal attack is not 
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only unconscious; he is also totally paralyzed so far 
as any voluntary muscular activity is concerned. The 
paralysis is, however, usually transient and on re- 
covery nothing in the nature of hemiplegia is ob- 
served. In some cases recovery is delayed, and in 
some of these cases there is a stage at which hemi- 
paresis is observed; but it disappears after a short 
time. In such cases an inaccurate diagnosis of “‘tran- 
sient thrombosis” is sometimes made. If the hemi- 
paresis or hemiplegia following a syncopal attack 
does not disappear, it is usually assumed that hem- 
orrhage, thrombosis or embolism has occurred, but 
the concept that generalized failure of circulation to 
the brain or to the heart can result in focal infarction 
is a natural conclusion from the foregoing observa- 
tions. To some extent treatment may avert irrever- 
sible changes—hemorrhage, thrombosis or embo- 
lism. 

As Stokes"! said, the rapidity of recovery in many 
instances of syncope with severe heart disease is in 
favor of the view that the loss of consciousness re- 
sults from deficient arterial supply to the brain. The 
object of treatment in cases in which recovery is 
delayed or imperfect is to encourage return of cir- 
culation, and to prevent irreversible changes, par- 
ticularly thrombosis. 


STELLATE GANGLION BLOCK 


The effect of stellate ganglion block and anti- 
coagulant therapy, advocated by Aring® and others, 
is a controversial subject. What is still lacking is 
sufficient controlled study. The good results reported 
by Amyes and Perry! are instructive but not con- 
clusive without a control group. Ruben® reported 
that the death rate in patients admitted to the neu- 
rology wards of the Philadelphia General Hospital 
before stellate ganglion block was used in 100 un- 
selected cases was 82 per cent. In the treated series 
the death rate was 35 per cent. In a given month 
when this therapy was given in alternate cases the 
death rate in the treated group was 44 per cent as 
compared with 76 per cent in the cases in which 
stellate ganglion block was not used. Belief that acute 
cerebral vascular accidents are quite likely to be 
associated with acute myocardial infarctions would 
seem to make logical the practice suggested by 
Aring,’ namely, employing both cervical sympa- 
thetic blocks and anticoagulants in non-hemorrha- 
gic cases, for thrombosis is the most important ir- 
reversible complication of infarction of the brain as 
well as of the heart. Perry and Amyes® reported an 
interesting experience which indicated that stellate 
ganglion block may benefit the heart and the brain 
simultaneously. A 65-year-old patient had relief of 
pectoral pain and of motor aphasia within 10 to 
20 minutes after infiltration of the cervical sympa- 
thetic trunk with procaine. 
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Changing Epidemiologic Aspects of Typhoid Fever 
in California 


Rosemary Brunetti, M.D., ARTHUR C. HoLuister, Jr., M.D., and 
FLORENCE AMES, P.H.N., Berkeley 


SUMMARY 


Typhoid fever in California is no longer a 
major public health problem. The previously 
high incidence of water- and milk-borne in- 
fections has been greatly reduced. Human 
carriers now are the source of most infections. 

Chloramphenicol has proven to be a valu- 
able aid in the therapy of the acutely ill pa- 
tient, but it has not as yet solved the thera- 
peutic or public health problems of typhoid 
fever. It continues to be vital for the protec- 
tion of the public that every suspected case 
of typhoid fever be definitely established by 
appropriate public health laboratory proce- 
dures, that thorough investigation be carried 
out to determine the source of infection, 
and that careful follow-up examinations be 
done so that if a carrier state develops, proper 
measures can be taken. 


ret ‘typhoid fever in Cali- 
fornia has undergone almost as many changes 
as the scientific name of the causative agent. There 
has been a gradual shift from endemic prevalence 
with sizable outbreaks to sporadic cases or occa- 
sional small outbreaks. Water and milk have become 
of lesser importance as a source of infection and the 
individual carrier has become increasingly impor- 
tant. These evolutions have taken place over a period 
of years and reflect the progress made in sanitation, 
laboratory procedures, investigative techniques, and 
education. 


Just what has happened in the incidence of typhoid 
fever in California since 1913 is traced in Chart 1. 
From a high of 1,805 cases with 436 deaths in 1914 
there has been a steady decline except for the cele- 
brated water and milk epidemic of Santa Ana in 
1925. With this decreasing incidence, typhoid fever 
is becoming a medical curiosity and is seldom con- 
sidered in the initial clinical examination of a feb- 
rile patient. 


The only records available on the prevalence of 
this disease before 1913 appear in the comments 
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Chart 1.—Typhoid Fever, Reported Cases and Deaths— 
California, 1913-1950. 
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NOTE: 1919 DEATHS INCLUDE DEATHS FROM PARATYPHOID FEVER 


made in the annual reports of the State Board of 
Health. These reports consistently note that the 
usual 500 deaths from typhoid fever occurred each 
year. It is interesting to note that these early reports 
constantly referred to the pollution of water by 
human excreta, the dangers of milk and the lack of 
public education in these matters. Yet as late as 1932 
pollution of river waters continued to be a major 
source of typhoid fever. 


Water-borne Typhoid Fever 


The problem of river pollution started with the 
pioneers who preferred to establish settlements near 
a river or a stream. As the towns grew, the water- 
ways gradually became the source of drinking water 
as well as repositories for sewage. As a result, the 
nearer the town was to the mouth of the river, the 
greater the chance for a polluted water supply. 

In the delta region of the Sacramento and San 
Joaquin rivers there was excellent example of this 
effect on the incidence of typhoid fever. In the four- 
year period from 1924 to 1929, over 300 cases of 
typhoid fever originated in this area. In 1930 a 
program directed at improvement of the water sup- 
ply, at camp and agricultural sanitation, and at im- 
munization resulted in the virtual disappearance of 
typhoid fever from this region. 
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Water-borne outbreaks in urban areas have be- 
come rare if not extinct. The improvement of water 
supplies and sewage disposal systems leaves only 
the possibility of mechanical breakdown, accidental 
or intentional, to produce an outbreak from these 
sources in those areas. 

Less progress has been made in the rural areas. 
Untreated water from polluted or potentially pol- 
luted streams is still being used for domestic pur- 
poses. Wells are not always properly constructed 
and frequently are situated with vomplete disregard 
of a nearby cesspool or privy. Small outbreaks from 
these sources are still occurring. 


Milk-borne Typhoid Fever 


Before pasteurization was accepted, before regula- 
tions requiring sterilization of utensils were adopted 
and before general control measures were instituted, 
milk was a major source of typhoid infections. 

Several outbreaks resulting from contaminated 
milk are on record. Some were traced to a carrier 
working in a dairy, and some were traced to the 
simple fact that utensils were rinsed in a nearby 
ditch which served as a sewer outlet. 

Such occurrences are no longer usual but the 
possibility still remains. Sixty-three cases of typhoid 
fever were reported from an urban area not so many 
years ago. The only common factor was a pasteu- 
rized milk supply. In investigation of the dairy 
plant, no defects in pasteurization were noted, but 
two employees were found to be carriers. One had 
little or no contact with the milk. The other worked 
on the bottling and capping machine. When the 
amount of pasteurized milk to be bottled and capped 
reached a low level this machine did not function. 
The carrier, therefore, manually filled and capped 
(and contaminated) the last six or seven bottles of 
each batch of pasteurized milk. 

Dairy products or foods containing dairy prod- 
ucts are more frequently implicated now than is 
milk itself, and outbreaks from such sources are 
usually traced to a carrier who worked in the prep- 
aration of such products. 


Carriers 


With the reduction in water-borne and milk-borne 
epidemics, the carrier has become the most impor- 
tant source of infection. Present-day outbreaks usu- 
ally concern family groups or groups of persons 
with a common interest—the classic church supper, 
for example. Frequently the carrier is the cook, or a 
grandmother or, more recently, a relative who has 
been admitted to this country as a displaced person. 

Tracing the infection to its source, to the carrier, 
has been made much easier and more accurate by 
phage typing. This test, which identifies the specific 
type of typhoid bacillus, is an invaluable aid to the 
investigator. A few months ago the State Department 
of Public Health received reports from three widel 
separated counties of six cases of typhoid fever, all 
caused by Phage Type C organisms. This coinci- 
dence, along with the dates of onset, indicated a 
possible common source. Investigation revealed that 
all of the patients had vacationed at the same resort 
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TABLE 1.—Cases of Typhoid Fever with Known Source 
and Mode of Transmission for Selected Years 


1940-1945 
ent Per Cent 
60.0 13 7.0 
39.0 8 5.0 
1.0 151 88.0 


172 


1920-1925 
S Per Ci 


where the water supply was from a well located 
alongside and downhill from the cesspool. A pre- 
viously unknown carrier with Type C organisms 
had been at the resort at the same time as the per- 
sons who became ill, and had been having bouts of 
diarrhea at that time. 

During another investigation of a series of cases 
all patients were found to have Type C infection, 
except one child who had Type E. In further investi- 
gation the grandparents of this child were found to 
be carriers of Type E organisms. 


Discussion of Epidemiology 


In Table 1, the great changes in epidemiologic 
factors since 1920 are noted. The years 1920 to 
1925 were selected as being representative of the 
earlier years and 1940 to 1945 for the more re- 
cent years. Only those cases for which the source is 
known are included. 

In California all known carriers are registered 
and certain restrictions are placed on them regard- 
ing food handling and hygienic habits. Of the total 
589 carriers registered, 422 are now on the active 
list, the remaining 167 have died, have moved out of 
the state or have been released. This list represents 
only the known carriers. The major reservoir of 
endemic typhoid fever in California might well be 
persons who have had this disease and who are not 
aware of their carrier state, are not registered with 
their local health officer, and are not under super- 
vision or treatment. This underlines the importance 
of careful follow-up of every known case, regardless 
of the mode of treatment, as noted below. 


Chloramphenicol in Typhoid Fever 


At this time, chloramphenicol is the only one of 
the newer therapeutic agents to show promise in the 
treatment of typhoid fever.!* Its effectiveness has not 
as yet been completely evaluated and the possibility 
that its use in the treatment of acute cases may in- 
crease the number of carriers has become a matter 
of interesting conjecture. 

From a bacteriological point of view, chloramphe- 
nicol has not proven to be efficient. S. typhosa has 
been cultured from the blood and feces from several 
patients both while under treatment and following 
the discontinuance of therapy.” + © Since the major- 
ity of cases appearing in the literature are reported 
at the time of clinical release, the bacteriological 
follow-up has not been sufficient to determine the 
effect of this drug in establishing the carrier state. 
Furthermore, attempts to cure the chronic carrier 
state have been for the most part unsuccessful.” 1, 12 

From the clinical point of view chloramphenicol 
has not solved the therapy of typhoid fever. That it 
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gives symptomatic relief in acutely ill patients has 
been generally accepted.®: * 9:13 Therapeutic re- 
sponse is not immediate. Alleviation of toxemia does 
not occur until 36 to 48 hours after the drug is given, 
and elimination of fever takes about four days under 
the present regimen of chloramphenicol therapy.' 
Relapses still occur and, indeed, there is some evi- 
dence that they may be more frequent.*: 4 ® 7 11 
However, whether or not these effects are a matter 
of dosage, timing or adjuvant therapy remains to be 
settled,’ >. 12, 18 

In view of the failure of chloramphenicol to com- 
pletely prevent bacteriological and clinical relapses, 
the public health worker is concerned with the effect 
this drug may have on the carrier state. The evidence 
to support or reject this potential problem remains 
insufficient for firm conclusions. Douglas,? Good and 
MacKenzie® in England and Collins and Finland? in 
this country have noted the development of the car- 
rier state in a few patients following chlorampheni- 
col therapy. A series of cultures taken over a period 
of one year following recovery will be necessary 
before this question can be answered, and it is ex- 
pected that the literature will be forthcoming from 
the many studies now in progress. 
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SUMMARY 


Pathologic consequence of tattooing is rel- 
atively rare, but in light of the great number 
of persons in military service, where tattoo- 
ing seems to be popular, consideration of the 
complications seems worth while. 

Four unusual cases of patients with cutane- 
ous lesions in tattoos are reported. One pa- 
tient had Boeck’s sarcoid, in which the cu- 
taneous eruption was limited solely to the 
tattooed areas on the body and involved all 
the various colors of the tattoo. The cutane- 
ous eruption was only a single manifestation 
of generalized sarcoidosis. 

Another patient had secondary syphilis 
with the cutaneous lesions involving multi- 
colored tattoos, including the red areas. These 
tattoos were applied in Hawaii, and presum- 
ably the red dye was not the usual cinnabar 
(mercuric sulfide). As a general rule, the cu- 
taneous lesions of secondary syphilis do not 
involve the red areas because of the trepo- 
nomicidal action of mercuric sulfide. 

In the third case the characteristic erup- 
tion of discoid lupus erythematosus was pres- 
ent. It began over the red areas of a tattoo 
on the patient’s forearm. It has been stated 
that mercuric sulfide is a photo-sensitizing 
agent, and it is believed that this explains the 

localization of the eruption im this case. 

The fourth patient had eruption, caused by 
mercury sensitivity, in an area of tattoo. The 
eruption was noted soon after the tattooing 
was done, and it persisted for seven years. 





oo many a wearer of a military uni- 
form considers it so drab that he seeks cutaneous 
adornment to complement it. At any rate, a fair 
percentage of soldiers, sailors and marines acquire 
tattoos. Many tattooed soldiers, when questioned, 
indicated that they were persuaded to the epidermal 
artwork during a period of alcoholic ingestion. 
Strangely, most of the men questioned were proud 
of their tattoos and did not wish to have them re- 
moved. However, whatever the psychologic aspects 
of tattooing, because of the accelerated frequency of 
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war—and concomitantly a probable increase in this 
form of adornment—it behooves dermatologists to 
review the pathologic complications’ that may arise 
from it. 

No one knows exactly when or where tattooing 
was started, but in examination of Egyptian mum- 
mies of 1,300 B.c. blue tattoo marks beneath the 
skin were noted. Originally, tattooing consisted of 
multiple punctures of the skin in the pattern desired, 
with subsequent rubbing in of coloring matter so 
that the pattern would be indelibly fixed. In China, 
Borneo, India, and other parts of the Far East, tat- 
tooing has been prevalent, and from there tattooing 
was introduced into the European countries, chiefly 
by sailors.” 

Nowadays tattooing is done with an instrument 
which consists of four or five needles in a row at- 
tached to an electric vibrator. The skin is shaved, 
washed with alcohol, and dried. Then a stencil pat- 
tern, dusted with fingerprint powder, is laid upon 
the skin as guide for piercing with the needles. After 
the pattern is removed, pigment, usually two to four 
colors, is implanted in the skin. 

Many different kinds of pigments or dyes are used 
to produce the various colors in tattoos. The red 
color of the tattoo is usually produced by cinnabar 
(mercuric sulfide), but cadmium selenide (cadmium 
red) and sienna (ferric hydrate) also are used. The 
green color is produced by salts of chromium, such 
as chromium oxide, chromium sesquioxide, and hy- 
drated chromium sesquioxide. Occasionally pthalo- 
cyanine dyes which contain copper salts, and some- 
times coal tar dyes, are used to produce varying 
shades of green. Blue is cobaltous aluminate which is 
also known as azure blue and cobalt ultramarine. 
Black is finely dispersed carbon in an ammoniacal 
solution with phenol or occasionally iron oxide or 
extract of logwood used in substitution. Brown is a 
natural ferric hydrate and basic ferric sulfate; and 
for white, titanium oxide or zinc oxide is used. 
Yellow is produced by cadmium sulfide. Violet is a 
manganese salt called manganese violet, and flesh col- 
ors are produced by iron oxides of varying shades.* 

The reactions observed in tattoos and the diseases 
directly attributable to the tattooing, fall into four 
general groups: 

Group 1. Immediate response of the skin to the 
tattoo. This is a benign inflammatory response which 
is rarely accompanied or followed by secondary in- 
fection.? However, in rare instances keloid forma- 
tion,! melanoma,° severe pyogenic infections leading 
to amputation and gangrene, and even death, have 
been reported as a direct consequence of the tat- 
tooing.® 
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Group 2. Sensitization or allergic reactions to the 
pigments used in tattooing can appear immediately 
following the tattooing process or at any time dur- 
ing the existence of the tattoo. The sensitization der- 
matitis may be confined entirely to the tattoo or may 
become generalized. The majority of the sensitiza- 
tion reactions are to the mercury ordinarily used 
in the red portion of the tattoo.’ The mercurial com- 
pound causing the dermatitis is not always the cin- 
nabar in the tattoo but may be in the form of any 
mercurial compound which is used on the skin or 
internally. Application of ammoniated mercury oint- 
ment or mercurial antiseptics to the skin, or the 
ingestion of mercurial compounds, can cause a 
localized sensitization eruption in the red areas of 
tattoos. Allergic reaction to the green coloring mate- 
rial in tattoos has been reported.’ 


Group 3. Local or systemic infections can be in- 
oculated into the skin at the time of the tattooing. 
The manifestations of the disease injected may ap- 
pear either immediately after the tattoo has been 
applied or some time later, depending on the incuba- 
tion period of the disease. Infectious hepatitis,’ lep- 
rosy, tuberculosis, syphilis, tetanus, erysipelas, and 
chancroid® have all been reported to have been con- 
tracted in this manner. 


Group 4. The fourth and last group of reactions 
include local or systemic diseases which appear in 
the tattoos after they have become the site of lowered 
resistance. It has been demonstrated that tattooed 
skin is more sensitive to trauma of all types than is 
the surrounding normal skin. Because of this low- 
ered resistance of tattooed areas, a number of skin 
diseases seem to have a specific predilection for tat- 
tooed skin. Among these are chronic discoid lupus 
erythematosus, psoriasis, lichen planus and the skin 
lesions of secondary syphilis. It has frequently been 
noted that the skin lesions of syphilis are accentuated 
in and around the tattoos, except in the red portion 
where the treponemicidal action of the mercuric 
sulfide prevents the appearance of the rash. 


Following are reports of four cases of unusual 
cutaneous eruptions involving tattooed areas: 


CASE REPORTS 


Case 1.—A 52-year-old white baker entered the Oakland 
Veterans Administration Hospital March 15, 1950, with a 
history of low grade fever with evening temperatures of 
99.4° to 100° F. for seven weeks, of cough which was pro- 
ductive of about one-half cup of white non-bloody sputum 
daily, and of intermittent vomiting following coughing par- 
oxysms. Continuous throbbing frontal and bitemporal head- 
aches, and bilateral conjunctival injection without purulent 
discharge, developed concomitantly. 


At the time of onset of these symptoms, the patient noticed 
elevation of certain parts of tattoos which were on the arms 
and chest, and he noted also that the skin overlying these 
areas was thickened and somewhat scaly. These elevated 
areas did not itch, but if they became irritated by scratch- 
ing or the rubbing of clothing, “pins and needles” paresthe- 
sias were noted in the localized areas. The tattoos had been 
applied some 20 years before the skin lesions appeared. Anti- 
biotic therapy prescribed by a physician before the patient 
was admitted to the hospital did not alleviate any. of the 
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symptoms. The day prior to admittance, sudden severe pain 
in the right hip developed. It was so intense the patient was 
unable to walk. The patient also noticed a moderate amount 
of swelling present about the right hip joint during the 24 
hours before admittance. 

Upon physical examination the patient was noted to be 
obese and perspiring and in obvious discomfort from severe 
pain in the right hip. Diffuse conjunctival injection was 
present. The pupils were irregular and reacted poorly to light 
and accommodation. In slit-lamp examination of both eyes 
a moderate number of leukocytes floating in the anterior 
chamber were observed. The retinal vessels and optic disks 
were normal. The posterior pharynx was injected. Chest ex- 
pansion was symmetrical and there were numerous fine and 
medium, moist rales heard at both lung bases posteriorly. 
Blood pressure was 124 mm. of mercury systolic and 80 mm. 
diastolic. The heart was normal to physical examination. The 
spleen was not palpable. There was no superficial evidence of 
lymphadenopathy. No abnormalities of the deep tendon 
reflexes were noted. Tattoos were scattered over both arms 
and the chest. There was incomplete involvement of all tat- 
toos by raised, scaly dermatitis. The red, blue and green 
colors of the tattoos were all involved. These cutaneous 
lesions were non-tender and felt somewhat indurated. The 
remaining skin, which was uninvolved by tattoo, was com- 
pletely free of eruption. 

In roentgen examination of the chest, pronounced and 
diffuse increase in the markings at both lung bases, espe- 
cially behind the heart, was noted; and there was moderate 
hilar adenopathy. These conditions remained unchanged over 
a four-month period of observation. In roentgen exaniina- 
tion of the right wrist, small cystic areas were observed in 
the proximal row of the carpal bones. There was a solitary 
cystic lesion in the distal phalanx of the right thumb. In 
the right hip there was a small amount of calcification about 
the greater trochanter of the right femur. This was inter- 
preted as presumably inflammatory in origin. 

Erythrocytes numbered 5.5 million per cu. mm. of blood, 
and the hemoglobin content was 17.5 gm. per 100 cc. Leuko- 
cytes numbered 5,700 with 61 per cent neutrophils, 28 per 
cent lymphocytes, 17 per cent monocytes and 4 per cent 
eosinophils. Results of spinal fluid studies and of urinalysis 
were normal; of serologic test for syphilis, negative. The 
erythrocyte sedimentation rate was 38 mm. in one hour. The 
antistreptolysin titre was 50 units per cc. No organisms 
grew on cultures of the blood. The total serum protein con- 
tent was 6.12 gm.—albumin 4.08 gm. and globulin 2.04 gm. 
Tubercle bacilli were not noted in repeated examinations of 
sputum. There was negative reaction to a skin test with first 
strength tuberculin, and positive reaction when second 
strength material was used. The right supraclavicular lymph 
node was normal histologically. In biopsy of an elevated 
tattoo lesion, chronic granulomatous inflammation was ob- 
served and there were numerous epithelioid cells, and giant 
cells of Langhans’ type. There was no necrosis in the granu- 
lomatous areas. The pathologist reported the lesion was 
probably sarcoid. This confirmed a clinical impression of 
Boeck’s sarcoid. 

The course in the hospital was characterized by low fever, 
the temperature ranging from 99° F. to 99.8° F. in the 
afternoons. Continuous migratory polyarthralgia developed. 
It involved the wrists, shoulders, both hips and knees. Al- 
though the joints were painful, there was no redness, swell- 
ing or limitation of motion. Soon after the patient was 
admitted to the hospital, the iritis became more severe and 
bilateral glaucoma developed. This was treated by giving 
typhoid vaccine intravenously, without appreciable benefit. 
Subsequently, bilateral iridectomy was done and the symp- 
toms of glaucoma were relieved. However, there continued 
to be a large number of pus cells in the anterior chamber. 
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A three-week trial course of 1 gm. of streptomycin and 6 
gm. of Promizole® daily resulted in only moderate clearing of 
the iritis. The vision remained blurred. Because of the per- 
sistence of the eye disase, the patient was transferred to 
another Veterans Administration hospital, where cortisone 
was available. When cortisone was given the iritis and the 
migratory polyarthralgia promptly subsided. At about the 
end of the first month of cortisone treatment, the skin lesions 
which involved the tattoos had completely disappeared and 
in a biopsy of the formerly affected skin only residual scar 
tissue was noted. 

Case 2.—A 24-year-old white automobile mechanic noted 
the onset of a reddish maculopapular skin eruption upon 
the left arm approximately three weeks before admittance to 
the Oakland Veterans Administration Hospital. Shortly after 
the onset of the eruption the patient was given local medi- 
cation in the form of ointment, but the eruption spread and 
became generalized. During the two weeks before admit- 
tance, headache and sore throat developed. The patient de- 
nied taking any medication before the onset of the rash, and 
there was no history of chancre. A reddish maculopapular 
eruption involved the entire body and the face. There were 
no lesions on the palms or soles. The lesions were firm to 
palpation and were all of the same size and appearance. 
There were multi-colored tattoos on the upper extremities, 
and all the colors in them, including red, were involved by 
the eruption. These tattoos had been applied in Hawaii sev- 
eral years previously. (It has been stated that the red dye 
used in Hawaii does not contain mercury.) 

Erythrocytes numbered 5,240,000 and the hemoglobin con- 
tent was 15.1 gm. per 100 cc. of blood. Leukocytes numbered 
6,300—54 per cent polymorphonuclear cells, 40 per cent lym- 
phocytes, 3 per cent monocytes and 3 per cent eosinophils. 
Results of urinalysis were normal. No organisms grew on a 
culture of the blood. Results of Kahn and Kolmer tests of 
the blood were strongly positive for syphilis. No abnormali- 
ties were observed in studies of the spinal fluid. 

The patient received a course of 10 million units of peni- 
cillin plus five injections of Mapharsen® of 0.03 gr. each. 
The skin eruption disappeared in three weeks. 

Case 3.—A 30-year-old white man had a tattoo, which had 
been present for about 12 years, on the right forearm. About 
six months before he was first observed, discoid lupus erythe- 
matosus of the butterfly area of the face developed. After 
the condition had been present for about five months, the 
patient went to an osteopath, who applied ultraviolet radia- 
tion to the face. Within one day the eruption on the face 
became much more severe, and soon afterward an eruption 
appeared on the forearm, involving the red-dyed areas of 
the tattoo. When the patient was examined the lesions on 
the forearm were observed to be typical of discoid lupus 
erythematosus—sharp margination, erythema, follicular plug- 
ging and telangiectasia. The rest of the tattoo and of the 
forearm were not affected by the dermatosis. 


Case 4.*—The patient was a 24-year-old white male who 
was tattooed on the right forearm seven years prior to exam- 


*Presented through the courtesy of Norman Epstein, 
M.D., and James Allen, M.D. 
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ination. He said that the red areas had been swollen from 
the time the tattooing was done and that the swelling had 
gradually become more severe, without remission. 

It was noted in the record of the patient that in December 
of 1950 a biopsy specimen was taken from the area of erup- 
tion, and, in histologic examination, acute, non-specific der- 
matitis was noted. Following this, the patient had received 
one x-ray treatment to the tattooed area. 

When the patient was observed for the first time on Janu- 
ary 8, 1951, five discrete, nodular, raised, red and crusted 
areas were present in the areas of red tattoo. There was 
also a similar area in a blue central portion of the tattoo. 

Results of Kahn and Kolmer tests were negative for 
syphilis. Patch tests with 1:1000 mercury bichloride and 
with 4 per cent ammoniated mercury in zinc oxide ointment 
were carried out, and there was a four plus reaction to both 
in 24 hours. 

As this sensitivity dermatitis had been treated, according 
to the case record, with a number of ointments, as well as 
x-ray, and had been refractory to all medications, surgical 
removal of the tattoos was carried out. 


DISCUSSION 


Considering the widespread use of tattooing, rela- 
tively few complications arise. Furthermore, it is 
surprising how infrequently the tattoo acts as a 
focus of lowered resistance for the localization of 
cutaneous disease. Sensitization to the dyes is also 
rare, despite the often expressed belief that mercury 
is a common skin sensitizer. However, it is obvious 
from this brief discussion that the complications 
can be serious, bizarre or interesting. The induction 
of large numbers of men into the armed forces again 
may result in an increased frequency of tattooing. 
For this reason, this brief report has been offered. 

U. S. Veterans Administration Hospital, Oakland. 
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On November 15, 1951, the Supreme Court of 
the State of Washington reversed the trial court’s 
decision in the case of Group Health Cooperative of 
Puget Sound vs. King County Medical Society et 
al., and directed that an injunction be issued against 
the King County Medical Society and the King 
County Medical Service Bureau and others, prohib- 
iting any interference with the business of Group 
Health, and requiring the County Medical Society 
to admit Group Health physicians to membership if 
the sole ground for denying membership is their 
employment by Group Health. 

Since this is the first case in the United States in 
which a court has interfered with admission to mem- 
bership in a medical society, and inasmuch as it is 
also the first case in which a medically sponsored 
prepayment plan has been involved under the anti- 
trust laws, medical organizations and medical care 
plans elsewhere, although they are not directly con- 
cerned, have a collateral interest in the decision. The 
essential facts were as follows: 

Before 1933 many physicians in King County 
(Seattle, and surrounding area) privately engaged 
in contract practice on a prepayment basis. In that 
year, the County Medical Society adopted a report 
of a special committee providing that the county 
itself should form a prepayment plan with member- 
ship therein limited to physicians belonging to the 
Society, and that the Society’s by-laws be modified 
to make it “unethical” for any physician to engage 
in “industrial contract practice” unless “the same 
shall previously have been authorized by the board 
of trustees of the Society.” 

Thereafter the King County Medical Society 
caused the King County Medical Service Bureau to 
be formed, and also the King County Medical Serv- 
ice Corporation. Physician membership in the Bu- 
reau has at all times been limited to members of the 
County Medical Society. The Medical Service Cor- 
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poration enters into prepayment contracts with em- 
ployer groups, and the medical services are fur- 
nished by the physicians belonging to the Bureau. 
The Supreme Court found: 


“Both the Bureau and Service Corporation have 
at all times been composed exclusively of Society 
members, all members of the Society being urged to 
join. There is close coordination between the three 
organizations, including joint meetings. Member- 
ship in the Bureau is denied to doctors who engage 
in any competing industrial contract practice, and 
Bureau members who turn to such practice are 
dropped from membership.” 


Group Health Cooperative of Puget Sound is a 
corporation likewise selling prepaid medical service 
on a contract basis. It owns a small hospital in 
Seattle, which has been registered by the Council 
on Medical Education and Hospitals of the Amer- 
ican Medical Association. It employs a number of 
physicians on a full-time salary basis. None of its 
physicians have been admitted to membership in 
the King County Medical Society, and of course 
none of them are eligible to be participating physi- 
cians in the King County Medical Service Bureau. 
They have also been unable to obtain staff appoint- 
ments in several of the leading hospitals of the area. 

The State of Washington by statute permits cer- 
tain corporations to act as “health care contractors.” 
When a corporation is a registered health care con- 
tractor under the Washington law, it is legally per- 
mitted to sell medical services. The Washington 
statute is similar to the law originally enacted in 
Oregon, which in effect permits the corporate prac- 
tice of medicine. The Washington statute provides 
that a “health care service contractor” is any cor- 
poration, association, doctor or group of doctors 
who or which “not otherwise being engaged in the 
insurance business” accepts prepayment for health 
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care services from persons or groups of persons, in 
consideration for providing such persons with any 
health care services. 5 

There are many additional facts, but the fore- 
going seem to be the most essential. 

From the facts, the Supreme Court concluded that 
the King County Medical Society and the Bureau 
and the Medical Service Corporation tended to be 
a monopoly, and in violation of the anti-trust section 
of the Washington State Constitution. The Court 
said: 

“It will be observed that three elements must be 
present in order to constitute any relationship a 
monopoly or trust within the meaning of Article 
XII, Sec. 22. There must be a contract, combination 
or other arrangement between two or more corpora- 
tions, copartnerships or associations; it must relate 
to some product or commodity; and its purpose 
must be to fix prices, limit production, or regulate 
the transportation of such product or commodity. 

“Considering the first of these elements, it is to be 
noted that the contract, combination or other ar- 
rangement referred to need not be in the form of a 
written agreement or undertaking. It may be brought 
into being ‘in any manner whatever.’ There is no 
written contract or agreement between the respon- 
dent associations and corporations in this case. In 
our opinion, however, there is a combination or 
other arrangement between these respondents with- 
in the contemplation of Article XII, Sec. 22. 

“This combination or arrangement first came into 
existence when the Society, in April 1933, caused 
the Service Corporation and the Bureau to be or- 
ganized. By prearrangement with the Society, of 
which they were members, the organizers of the 
Service Corporation and Bureau made membership 
in the Society a prerequisite to membership in the 
Bureau. In the same manner they arranged that 
only members of the Bureau could render service 
under contracts negotiated .and administered by 
Service Corporation. 

“Having established this complete and exclusive 


identity of interest, it was an easy matter for these - 


organizations to formulate and carry out their mu- 
tual policies in concert. Through the device of Arti- 
cle III, Sec. 8, of the Society’s by-laws, relating to 
eligibility for membership, that organization’s pol- 
icy of curbing contract medicine thus became bind- 
ing upon the Bureau and Service Corporation. By 
means of the same by-law, and due to the close ties 
maintained .through overlapping membership, all 
three organizations were assured that no contract 
medicine plan which would compete with Service 
Corporation would be approved. 

“In furtherance of their mutual interests, these 
organizations and their members worked together 
in the exchange of information, the investigation of 
contract practices, and the enforcement of their 
mutual policies. They also took effective steps to 
prevent or discourage members of the Society from 
consulting or associating with appellant doctors in 
any professional way. The combination or arrange- 
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ment, in an effort to render Society membership 
indispensable, and submission to its contract medi- 
cine policies therefore obligatory, then exercised its 
influence and economic power to obtain exclusion 
of appellant doctors from hospital staffs. There were 
also other steps taken in pursuance of this course 
of conduct, as noted earlier in this opinion.” (Italics 
supplied. ) 

From the foregoing quotation, it can readily be 
seen that the Court considered the limitation of phy- 
sician participation in the Bureau, and the exclu- 
sion from membership in the County Society of 
physicians who worked for competing prepayment 
plans, an effort by the physicians belonging to the 
King County Medical Society to obtain a monopoly 
of prepaid medical practice. Since the “health care 
service contractor” law previously mentioned ex- 
pressly permits corporations to engage in the sale of 
medical services, it would seem that the plaintiff, 
Group Health Cooperative, was engaged in a lawful 
business in the State of Washington. 

In the course of its opinion, the Court also pointed 
out that the American Medical Association had reg- 
istered the hospital owned by Group Health, and 
that the “essentials of a registered hospital” require 
that the medical staff be ethical in its conduct; and 
hence the A.M.A. had approved Group Health. The 
Court likewise stated that the A.M.A.’s “Twenty 
Points” were complied with by Group Health, in 
giving its membership free choice of those physi- 
cians who are on the Group Health staff. However, 
it seems probable that the premise upon which the 
Court reached its final conclusion is that it is not 
lawful to restrict membership in an organization if 
membership therein is a prerequisite to engaging in 
one’s trade, business or profession. 

In this respect, it is similar to a recent decision of 
the California Supreme Court, which held that a 
union that had negotiated a closed shop contract 
with a shipyard could not eliminate negroes from 
union membership. Inasmuch as union membership 
was a prerequisite to the right to work, membership 
in the union had to be available to all on a uniform 
basis. 

That this is the gist of the decision is emphasized 
by the fact that the court referred at length to the 
Associated Press case (Associated Press vs. U. S.., 
326 U.S. 1), and quoted with approval Judge 
Learned Hand’s statement to the effect that a monop- 
oly of all those interested in an activity is no mo- 
nopoly at all, for no one is excluded and the essen- 
tial of a monopoly is exclusion. In that instance, the 
federal court held that if Associated Press opened 

its membership to all newspapers, without restric- 
tion, then Associated Press would not be a monop- 
oly, no matter how large it became, because every- 
one in the business would be free to participate in it. 

After referring to the Associated Press case, the 
Washington Supreme Court said: 

“So here, if the by-law provision which requires 
applicants for membership in the Society to give up 
their contract practice in competition with Service 
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Corporation were eliminated, the Society and its 
affiliates would no longer monopolize or threaten to 
monopolize contract medicine.” 

The foregoing factors are pointed out because, to 


the best of our knowledge, no Blue Shield plan. 


limits physician participation to members of a 
county or state medical association, and, if we are 
correctly informed, .most Blue Shield plans pay 
benefits whether the patient has selected a partici- 
pating physician or not. This being so, it appears 
that the decision of the Washington State Supreme 


_ Organ-Specifie Blood Vessels 


Experimental evidence suggesting marked differ- 
ences between the vascular endotheliums of different 
organs and tissues is reported by Pressman and 
Sherman! of the Sloan-Kettering Institute for Can- 
cer Research, New York City. They found that when 
radioiodinated (I!*!) anti-mouse-kidney serum is in- 
jected intravenously into mice, from 0.5 to 1 per cent 
of the radioactivity is localized in the kidneys. This 
localized antibody can be removed by dilute (pH 
10.5) NaOH elution of the perfused (blood-free) 
kidney. If the resulting recovered (“purified”) 
radioactive antibody is injected intravenously into 
a second mouse about 8 per cent of it localizes in its 
kidneys. Pressman believes this localization of puri- 
fied anti-kidney antibodies is on the surface of the 
vascular endothelium. This conclusion he confirmed 
by radioautographs? showing a marked concentra- 
tion of radioactivity in the glomeruli within as 
little as 2.5 minutes after intravenous injection. 

By a similar technique the New York immunolo- 
gists studied the localization of radioiodinated anti- 
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Court has no effect upon the operations of any Blue 
Shield plan. 

Finally, it is worthy of note that the operations 
of Group Health Cooperative of Puget Sound, while 
lawful in Washington and Oregon, would appear to 
be completely unlawful in practically all of the re- 
maining 46 states, because it is the general rule at 
common law, as well as by statute in some states, 
that a corporation may not employ physicians, at- 
torneys or dentists and then sell their services to the 
public. 


rat-lung antibodies recovered by pulmonary elution. 
Injected intravenously into rats, this purified radio- 
active anti-lung antibody showed a striking localiza- 
tion in the lungs. 

From these and other data Pressman concluded 
that there are marked differences between different 
regional vascular endotheliums. This suggests dif- 
ferent functions for the epitheliums of different 
organs and tissues, conceivably mechanisms for the 
selection transmissions of different nutritional sub- 
stances or excretion products. Pressman further be- 
lieves that these endothelial differences are basic 
factors in the etiology of glomerulonephritis and 
other diseases resulting from autoimmunization. 


W. H. Manwarine, M.D. 
Palo Alto, Calif. 
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SATURDAY MORNING SESSION 
DECEMBER 1, 1951 


The Interim Session of the House of Delegates of 
the California Medical Association was held at the 
Biltmore Hotel, Los Angeles, California, December 
1 and 2, 1951. The Saturday morning session was 
called to order at 10:20 a.m., Saturday, December 1, 
1951, by the Speaker of the House, Dr. Donald A. 
Charnock, who presided. 

SPEAKER CHARNOCK: Gentlemen and Ladies: We 
are going to call the meeting to order unofficially. 
We still lack about twenty delegates to make up our 
quorum. We have sent the folks down to get the 
stragglers who are down registering for their rooms 
so that we will have a delegation soon. In the mean- 
time I wish the unanimous consent of the House to 
present an old friend of mine to this organization, 
Dr. Elmer Hess of Erie, Pa., who is one of the 
famous gentlemen in organized medicine. He is a 
past president of the Pennsylvania Medical Society 
and he is a delegate to the American Medical Asso- 
ciation. At the present time he is president of the 
American Urological Association. It gives me a 
great deal of pleasure to be able to present to you 
Dr. Elmer Hess of Erie, Pa. Dr. Hess! (Applause.) 


Dr. Etmer Hess (Erie,’Pa.): Mr. Speaker, Mr. 
President-elect, Ladies and Gentlemen: Seventeen 
years ago I addressed your society at Riverside and 
in the 17 years subsequently I have visited many of 
your associations in this great state. I want to tell 
you how much we in the East think of the California 
Medical Association. You have sent to our national 
organization men who are more than representative 
of the highest ideals to which medicine aspires. | 
can assure you that the men that I have known who 
have been delegates from your society to the Amer- 
ican Medical Association have been men of honesty 
and integrity and very well represent you in the 
national body. 

I also would like to say a few words about your 
C.P.S. You know we bitterly fought any commer- 
cialism in medicine and for years many of our older 
leaders felt that any surrender of our fundamental 
principles was bad. However, we have been forced 
to meet issues and we should meet them. We have 
had to fight the encroachment of the Social Security 
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people in Washington and also to render real service 
to those who are unable to pay for their services in 
full because, God knows, we have always taken care 
of the poor without question. We have found it not 
only advisable but proper to fight the regimentation 
of our profession by offering to the public some- 
thing that gave them self-pride and stimulated their 
willingness to stand on their own feet and support 
their families. So medical insurance sponsored by 
the doctors came into being. 

I want to congratulate your great society on the 
wonderful program of insurance that you have pro- 
vided for the people of your state. I am particularly 
interested in your experiment to take care of the 
chronically ill in an insurance program. I think this 
is one of the great experiments that has been made 
in physician-sponsored insurance and I want to con- 
gratulate you for your foresight and for your wis- 
dom and things like that that make it possible for 
the rest of us throughout the country, quite fre- 
quently following your example and quite fre- 
quently giving you ideas also, to prevent in the 
future the regimentation of American medicine. Per- 
sonally I am not much worried about American 
medicine being regimented. I am much more wor- 
ried about American life being socialized and this 
is only one facet in our fight. | 

I had a speech prepared, a rather emotional 
speech, to give you but when Don Charnock asked 
me to talk and said that I should pull my punches, 
this talk was cut down the middle. We must separate 
the sheep from the goats. We must attack our ene- 
mies by being on the defensive. We have to take a 
stand and our stand should be that which is good 
for America and the things that are good for the 
individual and make of him a self-respecting person; 


_ that is the only thing that government should do. 


Don’t forget—our ancestors came here to have 
freedom. Did it ever occur to you that they came 
here to have freedom and just one thing, freedom 
from government, and when our Constitution was 
written it was a marvelous instrument but without 
the implementation of the Bill of Rights it was vir- 
tually worthless. I think we should reread and re- 
dedicate ourselves to the principles of government 
established by the Bill of Rights and we should stop 
being subsidized by the government. These were the 
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principles of your forefathers and let us say we will 
have less and less and less of government subsidiza- 
tion and more and more and more of individual 
dignity and freedom. 

I might tell you a little story, to become facetious 
for a moment. I had a little personal experience a 
few years ago and I would like to share it with you. 
I have four and one-half acres of lawn and at my 
odd moments I used to get out and dig weeds and 
keep the grass growing green. One day while I was 
digging, a limousine drove up with a liveried chauf- 
feur. A very sweet woman's voice said, “Please 
come here.” So, sensing something funny, I strolled 
over. I had on an old hat and old clothes and I was 
dirty and I was pretty much messed up. The lady 
in the limousine said, “Do you keep this lawn up 
all by yourself?” I said, “Yes, ma’am.” 

“T understand a doctor by the name of Hess lives 
here; what sort of a person is he?” 

“Well,” I says, “he is a so-and-so but I have to 
earn a living.” 

She said, “What does he pay you?” 

“Well,” I said, “he is not very liberal. He only 
gives me $100 a month and my board.” 

She reached into her pocket and took out her card 
and then she said, “Any time you wish to change 
employers I will be glad to give you $150 a month.” 

“Yes, ma’am, but here I have the privilege of 
sleeping with the lady of the house.” 

She said, “Drive on, James.” 

Some time later I was at a luncheon. I was sitting 
at the head table and this lady came up to me and 
said, “Perhaps you won’t recognize me.” She was 
very sweet and she said, “So Dr. Hess is a so-and- 
so, is he?” and then she told me who she was and 
made reference to the incident at the house on top 
of the hill and then she said that at that moment she 
realized that I was Dr. Hess and that I had just sold 
her a bill of goods. 

Thank you so much. (Applause.) 


SPEAKER CHARNOCK: Thank you Dr. Hess. 

We have a few minutes before we get a quorum. 
We have another distinguished doctor, Dr. Stanley 
Kenney, the president of the Medical Society of the 
State of New York. Dr. Kenney, will you take a 
bow? of 

Dr. STANLEY KENNEY: Mr. Speaker, members of 
the House of Delegates of the California Medical 
Association: I believe, if my memory serves me 
right, that this is perhaps the first time that a presi- 
dent of the Medical Society of the State of New York 
has had the privilege of speaking to the California 
House of Delegates. I deem it a real honor and priv- 
ilege that I can be here for just these few minutes. 


I have had contacts for a number of years with 
members of the House of Delegates to the American 
Medical Association from this state. I look back over 
the recent developments in the American Medical 
Association and I am quite sure you gentlemen are 
well aware of the impression that this delegation has 
exercised upon the house. It has been a constructive 
one. I know you have become progressive. 
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I did not have a prepared speech like Dr. Hess 
had but I want to bring you the very good wishes of 
the council and officers of the State of New York and 
members of the New York State delegation who are 
here to attend this convention. I am looking forward 
to sitting here and gaining considerable knowledge 
and experience in listening to the deliberations of 
your sessions. Thank you. (Applause. ) 

SPEAKER CHARNOCK: Thank you, Dr. Kenney. 

We will now call the first Interim Session of the 
House of Delegates of the California Medical Asso- 
ciation to order. The Chair will recognize Dr. Cook, 
the chairman of the Committee on Credentials. Dr. 
Cook! 

Dr. Wetts C. Cook (Chairman, Credentials 
Committee) : Mr. Speaker, we have a quorum. 

SPEAKER CHARNOCK: Thank you, Dr. Cook. 

Dr. Cook: And all of the oaths are signed. 

SPEAKER CHARNOCK: The first order of business 
will be the roll call by our Secretary, Dr. Daniels. 

. . » The roll was called by the Secretary, Dr. 
Albert C. Daniels. . . . 

SPEAKER CHARNOCK: At this time we will an- 
nounce the Reference Committees and ask for ap- 
proval: 

REFERENCE ComMmMiTTEE No. 1—E. R. Lambertson, Los 
Angeles, chairman; Dave Dozier, Sacramento, Garnett Che- 
ney, San Francisco. 

REFERENCE CommiITTEE No. 2—J. Norman O'Neill, Los 


Angeles, chairman; Carl R. Howson, Los Angeles, Hollis L. 
Carey, Gridley. 

REFERENCE CommMITTEE No. 3—Lyle Craig, Los Angeles, 
chairman; E. C. Halley, Fresno, Reuben Zumwalt, San 
Francisco. 

REFERENCE CoMMITTEE No. 4—James R. Graeser, Ala- 
meda, chairman; Lawrence Nelson, Santa Barbara, Edward 
C. Rosenow, Jr., Los Angeles. 


If there is no objection from the House, these will 
constitute the Reference Committees. 

The first order of business will be a little word 
from our President, Dr. H. Gordon MacLean. Dr. 
MacLean! 

Dr. H. Gorpon MacLean: Mr. Speaker, distin- 
guished guests, Members of the House of Delegates: 
I thought I was going to get away without having 
to give a speech today. I am not going to give you 
one. I am just going to say a few words as your 
Speaker told you. 

I don’t know what Dr. Hess was talking about 
because I came in just at the very end but there was 
a lot of laughter going on. I know it must have been 
good as whatever you hear from Dr. Hess is always 
good. Anyway, I have heard him before and he al- 
ways tells you things very much worth while. 

I am sure we are all very happy to have Dr. Ken- 
ney here from the City of New York. We feel hon- 
ored in having these gentlemen present. 

As you know, this is the first time that the Cali- 
fornia Medical Association has had an Interim Ses- 
sion. Just how valuable this session is going to be, 
we will not know until it is over. If it is worth while, 
undoubtedly you will want to continue it. If it seems 
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that it is not worth while, perhaps you will want to 
dispense with it. However, there is one thing com- 
ing up that I think is going to be very important, 
not so much at this meeting but for the entire mem- 
bership, and that is the study concerning California 
Physicians’ Service. Prepayment medicine is here to 
stay. There is no question about it. As you know, 
you appointed a committee to study C.P.S. and it is 
my understanding that this committee is going to 
report to you and make a recommendation of the 
various complete studies and surveys of C.P.S. that 
have been made. I do hope that you will allow it to 
be done and that you will wait until the final report 
is given at the Annual Meeting before you make up 
your mind about any changes in C.P.S. C.P.S. is far 
too important to change in any way without due 
deliberation and a great deal of consideration. Thank 
you. (Applause. ) 

SPEAKER CHARNOCK: Thank you, Dr. MacLean. 

There are a few announcements to be made. As 
you know, resolutions have to be presented in trip- 
licate and stenographic service is available for you 
for that purpose. 

... Further announcements. . . . 

After the completion of the business part of this 
session, we have a scientific program. We have two 
distinguished speakers, Dr. H. Corwin Hinshaw, 
clinical professor of medicine, Stanford University 
School of Medicine, and Dr. M. Paul Starr, clinical 
professor of medicine, University of Southern Cali- 
fornia School of Medicine. They will speak imme- 
diately after the Business Session and I hope that 
you will all honor them with your presence. 

The next order of business is the Report of the 
Council, Sidney J. Shipman, Chairman. 


REPORT OF THE COUNCIL 


Dr. Sipney J. SHipman: Mr. Speaker, Members 
of the House of Delegates: I am going to read this 
report for two reasons; in the first place, because 
we wish to make it a matter of record as it commits 
the Council and, in the second place, because we 
want to conserve your time. Copies of this report 
are being distributed to you at the present time so 
you can follow it yourself. 

As the official body designated to carry on the 
activities of the Association between meetings of the 
House of Delegates, the Council of the California 
Medical Association presents its report on its stew- 
ardship since the close of the 1951 Regular Session 
of the House of Delegates. For convenience, this 
report is made in sections. ' 


1. Meetings: 

Since the close of the 1951 Annual Session the 
Council has held four meetings and the Executive 
Committee of the Council has also met four times. 
Thus there have been eight meetings in a period of 
28 weeks, permitting the transaction of business 
without undue delays. In addition, the members of 
the Council and of its Executive Committee have 
been in frequent contact by telephone, correspond- 
ence and personal contacts. 
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2. Public Relations: 


The Council has approved in principle a complete 
public relations program to be operated by the As- 
sociation itself and has authorized the employment 
of personnel for this work. Under this program Mr. 
Ed Clancy, formerly field secretary, has been named 
public relations director and Messrs. Glenn Gillette 
and J. L. Pettis have been employed as assistants, to 
work with the county medical societies. 

To date the public relations staff has cooperated 
with county medical societies in matters of news- 
paper advertising, press relations, inauguration of a 
radio program, blood banks and other matters. Sim- 
ilar cooperation has been offered all county medical 
societies and the various proposed programs are 
under consideration in different areas. 

In addition, President MacLean and President- 
elect Alesen have visited with 25 of the state’s 39 
county medical societies, in company with public 
relations representatives, to discuss positive pro- 
grams by the county societies. 


3. Public Health: 


The Council has authorized and has received a 
preliminary report on the health facilities in Mendo- 
cino County. This study was made as a joint under- 
taking with the State Department of Health and the 
California Tuberculosis and Health Association. 

The Council has also approved a preliminary 
study to be made in Santa Clara County on the ad- 
visability of undertaking a morbidity study there as 
a pilot test. This activity is to be undertaken with 
the cooperation of the State Department of Public 
Health and the Santa Clara County Medical Society. 


4. National Foundation for Infantile Paralysis: 


Discussion was held with the National Foundation 
for Infantile Paralysis relative to medical fees in 
poliomyelitis cases and agreement was reached to 
the effect that fees should be determined between 
physician and patient, that the physician should not 
look to or accept fees from a non-legal source and 
that all such treatment should be on the basis of a 
private case. This understanding is designed to end 
misunderstandings on this subject. 


5. Student Nurse Recruitment: 


In cooperation with the California Association of 
Hospitals, nursing schools and other groups, the 
Council has voted to support a concerted drive to 
recruit student nurses and has contributed $2,500 
toward this program. 


6. Student A.M.A.: 


The Council has voted to support the California 
chapters of the Student A.M.A. and has named As- 
sociation members to serve as members of the ad- 
visory committees established with each Student 
A.M.A. chapter. It was also voted to pay the expenses 
of two members from each chapter to the Annual 
sessions of the Association and of one member from 
each chapter to the Annual meetings of the Student 








92 CALIFORNIA MEDICINE 

































































































































































A.M.A. The Council has also approved the coopera- 
tion of the Association in arranging speakers and 
other participation in chapter activities and pro- 
grams. 


7. Blood Banks: 


The Council has been pleased to note the estab- 
lishment of additional blood banks under the pro- 
gram of the Blood Bank Commission. At present 11 
blood banks are in operation or under course of 
establishment and eight banks are participating in 
the armed services blood program. In continuance 
of its policy of extending financial assistance to new 
blood banks, the Council has approved loans on a 
basis of no interest to blood banks in Eureka, San 
Bernardino-Riverside and Bakersfield. Repayments 
are now being made regularly on similar loans ad- 
vanced to blood banks in San Diego and San Ber- 
nardino-Riverside. 


8. Psychology: 


The Council has appointed a committee to review 
the situation surrounding the practice of psychol- 
ogy. Such a committee results from the 1951 session 
of the State Legislature and will devote its efforts 
to a study of the possible need for legislation to 
control this practice. 


9. Industrial Accident Commission: 


The Council has voted to appropriate funds to the 
Committee on Industrial Accident Commission, in 
order to permit the committee to make economic 
studies designed to bring industrial medical fees in 
line with present costs. Preliminary studies have 
already been made and others are now under way, 
with the expectation that a revised fee schedule may 
be prepared in the near future. 


10. Public Policy and Legislation: 


At the close of the 1951 session of the State Legis- 
lature, every measure approved by the Council was 
passed and every measure opposed was defeated. 
The Governor, for technical reasons, failed to sign 
two of the measures adopted and further efforts will 
be made to secure their enactment into law at future 
legislative sessions. 


Compulsory health insurance was not a real threat 
in the 1951 session, although a bill for its enactment 
was again introduced, More recently Governor War- 
ren, as you know, has again gone before the people 
with a further demand for compulsory health insur- 
ance. In the light of our present deliberations, this 
latest move by the Governor becomes a prime factor. 


11. California Physicians’ Service: 


At the last meeting of this House of Delegates a 
resolution was adopted requiring the Council to 
appoint a special committee to investigate the pur- 
pose and the future role of California Physicians’ 
Service. This committee has been appointed, with 
Dr. Wilbur Bailey as its chairman and Drs. James 
B. Graeser, Oakland; Alson R. Kilgore, San Fran- 
cisco; Dave F. Dozier, Sacramento; F. E. West, San 
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Diego; J. M. de los Reyes, Los Angeles; Harold P. 
Tompkins, Los Angeles; Donald A. Carson, San 
Francisco; J. Gary Campbell, Santa Barbara; Henry 
A. Randel, Fresno; F. E. Clough, San Bernardino; 
Paul Foster, Los Angeles; Thomas Farthing, San 
Mateo; and Leslie B. Magoon, San Jose, as its mem- 
bers. The makeup of the committee, as you will read. 
ily see, includes representation from the geograph- 
ical areas of the state as well as the various medical 
specialties. 

This committee has made a preliminary report to 
the Council and has outlined some of the problems 
facing the committee and some of the suggestions 
advanced for approaching what we all recognize as a 
difficult task. 

In discussing the importance of our voluntary 
health insurance I think that those of us on the 
Council are so close to the picture that we forget to 
realize that the membership in C.M.A. has doubled 
in the past ten years and that many of our present 
colleagues were not practicing in California during 
the dark days of 1939 when the then Governor Olson 
first advanced this scheme of political medicine and 
the regimentation of the profession. 

For a moment, then, let me review: 

Olson’s administration was a “depression admin- 
istration.” I stress that point also for our newer col- 
leagues in California to remind them that Califor- 
nia’s economy has not always been that which we 
are now experiencing. 

Olson introduced this compulsory health insur- 
ance legislation in January 1939. Almost simulta- 
neously, but as the result of more than 20 years of 
study, the California Medical Association produced 
California Physicians’ Service as its means of solv- 
ing what was recognized as a great public problem 
—the problem of permitting the prepayment of un- 
predictable medical costs. The late Dr. Ray Lyman 
Wilbur, known and loved by all of us, was its first 
president. 


Since it was the first plan of its kind in America 
—the first voluntary plan with free choice of doctors 
and hospitals—the first to be supported, sanctioned 
and sponsored by a State Medical Society—we can 
only wonder now that it did not suffer:more birth 
pangs than it did. C.M.A.’s membership at that time 
was around the 5,000 mark. 

C.P.S.’s membership was zero. 

From the start, it had a steady growth. 

And, it met a definite need on two fronts. 

It met the need for some type of voluntary—not 
political—prepaid medical care whereby the provi- 
dent people of California could secure coverage 
against the ever-present threat of illness or costly 
accident. 


Of timely importance — it was the profession’s 
professional answer to the politicians. 

The doctors of California in 1939 went to the 
people with the oft-repeated statement, that there 
was “nothing in the field of medical care that gov- 
ernment could provide that the profession could not 
do better—and at less cost.” 
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Suffice it to say, we were sincere and we were 
believed. 

We were believed then. And today, with nearly a 
million members, we stand by our original state- 
ment! None of us would retreat. Yet, all of us are 
aware of areas for improvement. 

Governor Olson failed to enact his compulsory 
health insurance bill in 1939—and he failed to get 
reelected in 1942, when Earl Warren was chosen as 
the State’s Governor. 

Warren had always been a friend to the medical 
profession and to several of its Alameda County 
members who had worked with him and helped 
guide him in his political career. When he was elected 
Governor, many doctors sighed with relief. 

After two years in office, however, Governor War- 
ren brought out his own compulsory health insur- 
ance bill. First he came to the California Medical 
Association, in December, 1944, and told the Coun- 
cil that the C.I.0. was writing a health insurance 
bill. If the doctors would work with him, he said, 
they could write their own ticket and avoid the dan- 
gers in the prospective C.1.0. measure. 

All of you know the history of that campaign. 
Despite repeated meetings with the Governor, we 
were unable to sway him one inch from his stand in 
favor of state medicine. He insisted that his measure 
—which was almost identical to the C.1.0. bill—was 
the only answer to the needs of the people. 

He imported an expert witness from Michigan to 
testify before an Assembly committee in behalf of 
his bill. He used the power of his corner office to 
seek votes for his bill. At one time the pressure on 
the Assemblymen was so great that his measure was 
kept off the floor of the Assembly by only two votes. 

Again in 1947 Governor Warren introduced a 
compulsory health insurance bill in the Legislature. 
Again it was defeated. Again in 1949 he did the 
same and found only a handful of legislators who 
were willing to listen to his proposal. 

In the 1951 legislative session the Governor did 
not bring up his bill. He announced before the ses- 
sion started that he would not have that type of 
legislation to. offer. The State Federation of Labor 
did introduce its perennial health insurance bill but 
it was not even dignified with a committee hearing. 
It died at the bottom of the legislative pile in a com- 
mittee room. 

The consistent decrease in interest by the Legisla- 
ture in compulsory health insurance was not just a 
coincidence. It came about through a lot of hard 
work put in by our legislative representatives and 
through the increasing knowledge on the part of the 
legislators that the voluntary forms of health insur- 
ance were doing an increasingly effective job. 

The California Medical Association, as you know, 
launched a statewide drive to sell voluntary health 
insurance to the people of California. Campaigns 
were put on in each county to foster a public aware- 
ness of the availability of voluntary health insur- 
ance. The Blue Shield plan, the Blue Cross plans, the 

commercial insurance contracts were ali given a 
boost, a shot in the arm to stimulate all of them to 
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greater efforts. Membership in the voluntary plans 
started to grow, slowly at first and then at a more 
rapid rate. More and more insurance carriers came 
into the field. 

The result of this activity was that the number of 
Californians who had voluntary health insurance 
coverage grew at a tremendous rate, until today we 
estimate that between 60 and 70 per cent of the 
people in the state have some form of voluntary 
health insurance protection. This, we may add, is a 
larger number than the Governor had proposed to 
cover with his compulsory tax program. 

With that history in the past six years, many 
physicians were lulled into a comfortable sense of 
security, believing that Governor Warren had given 
up his plans and would stay away from compulsory 
health insurance. On the other hand, many of our 
leaders kept telling us that as long as Mr. Warren 
occupied a high political post he would keep on 
plugging for the state health insurance idea. 

Thus it was no great surprise to many when— 
just five weeks ago—he stated to the American Pub- 
lic Health Association that the state must establish 
a system of health insurance. A few nights later, on 
a nationwide radio hookup, he again claimed that 
the states must do the job of providing a prepayment 
plan. 

The California Medical Association answered the 
Governor’s latest claims and pointed out that he 
had never given any support or encouragement to 
the many voluntary plans already in operation. The 
C.M.A. pointed out that the Governor’s statements 
were probably based upon his own political ambi- 
tions—and within three or four days he came out 
with his announcement of his candidacy for the 
presidency! We hope that our statement didn’t give 
him the idea! 

The top officers of the American Medical Associa- 
tion took up the issue on a nationwide basis and 
warned all state and county medical societies of Mr. 
Warren’s beliefs. Even President Truman remarked 
that Mr. Warren was really a Democrat but didn’t 
know it. 

Now, then, whether we wish it or not, California 
is once again in the forefront of the battle of social- 
ism and regimentation versus freedom and the op- 
portunity to continue to practice medicine ‘as we 
know it today. 

It was most fortunate, therefore, that at the last 
meeting of the House of Delegates you instructed 
your Council to make a complete study and report 
on every phase of California Physicians’ Service. 

C.P.S. has grown from zero membership to al- 
most a million in the short space of 12 years. 

During this growing-up period, of necessity there 
have been growing pains. 

Contracts, the coverage to the members, have 
changed. 

The policies, the aims and objectives of C.P.S. 
have varied. 

Now, at this time, we of the Council are in true 
agreement with the House; now is a propitious time 
for inventory. 
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In taking this inventory we must bear in mind 
not only the legislative demands which have been 
made both in Sacramento and Washington but also 
the trends which have become apparent in the past 
few years in the development of closed-panel med- 
ical care groups. Some of these groups, as you know, 
are under lay control, some are sponsored by self- 
seeking individuals and some threaten to go beyond 
the bounds of anything we have so far seen. 

I would refer you specifically to the official bulle- 
tin of the San Francisco Labor Council, issue of 
November 14, 1951, in which the secretary of the 
council describes in some detail the operation of 
three currently-operating closed-panel clinic groups 
in eastern cities. These groups function on the basis 
of the employer paying a fixed percentage of wages 
into a union health and welfare fund, out of which 
the union provides its own hospital facilities, em- 
ploys doctors and arranges for specialist services. 

The secretary of the San Francisco Labor Council 
recommends in strong language that the unions in 
San Francisco give serious thought to the establish- 
ment of a similar setup in the Bay area. 

We should also bear in mind the fact that our own 
California Physicians’ Service has been in the for- 
tunate position of being able to bargain collectively 
for us in such matters as the home-town medical 
care of veterans. This program has been in effect 
for some four years, has paid medical and surgical 
fees of almost $10,000,000 and has successfully re- 
tained for the private doctors of this state the care 
of their own regular patients who otherwise would 
be directed to Veterans Administration facilities. 

The committee, for our information, should ex- 
plore, define and come up with costs of cradle-to-the- 
grave, all-inclusive coverage. 

Should C.P.S. become an indemnity company? 
How would such a change affect our public and 
legislative relations in California? What impact 
would it have on medico-political affairs throughout 
the nation? What would our friends in the insurance 
companies think of such a project? 

Should there be fewer C.P.S. policies? Limited 
policies, fewer in number, thus eliminating much 
cost and confusion? 

Are we paying too much attention to “nose- 
bleed” cases and not giving enough attention to the 
catastrophic and near-catastrophic cases? 

Catastrophic coverage? 

First—what is a catastrophe? 

Politicians know the power of the word. Indeed, 
it has become a part of most of their vocabularies. 
It is the sensational. It is the spectacular because it 
serves as the “horrible example” and the patient al- 
ways dies after a life of poverty for himself and his 
family. 

Are we as doctors meeting the politicians with a 
plan to care for these relatively few cases where 
catastrophes generate real hardships? 

I believe there is much to be done in this field. 

Once it is done we will have the answer—the spec- 
tacular answer—and we will drive the politician 
from his soap box. 
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It is my understanding that C.P.S. has had en- 
couraging experiences as to the practicality of “ca- 
tastrophic coverage”; that it can be written—safely 
written. 

If so, probably our new committee will come up 
with recommendations that a sensational policy can 
be written to cover the catastrophic cases—without 
limit—at acceptable fees—and at low costs. 

These are but a few of the questions posed for the 
C.P.S. Study Committee. 

As you know, there are other committees on re- 
lated matters such as Dr. DeWitt Burnham’s C.P.S. 
Fee Schedule Committee, the study being made by 
the Santa Clara County Medical Society, a survey 
now going on within C.P.S. and financed by C.P.S., 
the C.P.S.-C.M.A. Liaison Committee and Dr. Frank 
Cox’s Industrial Accident Commission Committee. 

The C.P.S. Study Committee will doubtless find 
the work of these other committees of great value. 

In this presentation I have attempted to report to 
the House of Delegates on your Council’s steward- 
ship of those affairs which have come within the 
past six months. 

I have—because I felt it a long-overdue duty— 
traced some of the history of C.P.S. and our forced 
involvement in things political. I have done this 
knowing full well that, to many doctors here assem- 
bled, it is repetitious. Regardless, I think we can all 
do well to look back occasionally and remember the 
reasons which culminated in our actions in the 
Olson-depression days of *39 and the start of the 
Warren era in 1945. 

At some length, I have recited various ideas and 
philosophies revolving around the entire question 
of prepaid medical care. 

The Council will have failed in its presentation if 
we have not convinced you of our attitude that now 
—right now—we face not a crisis, but a time for 
sound, reasoned evaluation of our efforts in the 
voluntary health insurance field. 

Because of the various factors we have touched 
upon, now is the ideal time to start making deci- 
sions. 

As professional men—as scientists and doctors— 
I am certain we will not want to make a hasty diag- 
nosis of C.P.S. 

Rather, let us first make the most complete work- 
up within our power and within the power of “spe- 
cialists” outside the profession whom we may call 
into consultation for the diagnosis. 


The C.P.S. Study Committee, whose names I have 
given you, is a capable committee made up of forth- 
right, honest, intelligent physicians. 

If they are to come up with the diagnosis and the 
schedule of treatments—if they are to accomplish 
the job we have asked them to accomplish—they 
will probably require funds in excess of amounts the 
Council feels it should grant without first getting not 
only the approval but the enthusiastic support of the 
House of Delegates. 

This cost has been estimated at between $30,000 
and $40,000—a large sum of money! 
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Members of the Council are in unanimous agree- 
ment that the expenditure will be worthwhile. 

Members of the Council have faith in the com- 
mittee. 

It is our belief that at this point the committee, 
after detailed study and analysis, with the assistance 
of business experts, will come up with conclusions 
and recommendations—made obvious by their study 
—that will set our prepaid medical care plan on a 
sound course which it can follow with success for 
years to come and with adequate service to more 
people. ; 

That course will, we are certain, give due consid- 
eration to the needs of the public and our declara- 
tion that “in the field of medical care, there is noth- 
ing that government can do that the profession can- 
not do better and at less cost.” 

At the same time, we are equally certain that that 
cost can be a figure which will provide an accept- 
able fee for the doctors and the hospitals providing 
the services. 

It is upon this basis—this faith—that the Council 
urgently requests that the House of Delegates pledge 
its strong support of California Physicians’ Service 
through a reaffirmation of the belief in and support 
of a continued and a strong C.P.S. This is our ve- 
hicle, our implementation of our mutual objectives. 

SPEAKER CHARNOCK: Thank you, Dr. Shipman. 
This report will be referred to Reference Cciamittee 
No. 1. 

The next report will be the report from the Editor 
oi CaLiForNIA MepicineE, Dr. Dwight L. Wilbur. 


REPORT OF THE EDITOR OF CALIFORNIA 
MEDICINE 


Dr. Dwicut L. Witpur: Mr. Speaker, Members 
of the House of Delegates: I wish to report briefly 
on two matters concerning CALIFORNIA MEDICINE. 
At the last meeting the House of Delegates requested 
that two features be considered for CALIFORNIA 
MepicinE. The first was a page on medical econom- 
ics and the second was a page or section on the 
Student American Medical Association. 

In regard to the first matter, the Editorial Board 
held off Dr. Alesen and others as this matter is now 
under consideration. We wanted to start this feature 
during the course of the first part of 1952. It is not 
an easy subject to develop and that is the cause of 
the delay. 

On the matter of the second one, the Student 
American Medical Association, it was felt in view 
of the reaction of some of the other publications 
which had been issued that it would be wise to seek 
their consent and their cooperation before we em- 
bark upon such a course. Consequently, it was de- 
cided to delay this matter until the medical schools 
reconvened in late September of this year. By that 
time the American Medical Association had taken 
the initiative and, as you may know, it established a 
journal for Student American Medical Association. 
I have not as yet had an opportunity to see this 
journal, but I am sure from the individuals who are 
going to be responsible for it that it will be a good 
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publication. In view of this publication I raise the 
question of whether the California Medical Asso- 
ciation should include in CALirorNiA MEDICINE a 
page or section on this particular subject. I have no 
recommendation to offer you members but I would 
like to get the opinion of the House concerning this 
matter. . 

SPEAKER CHARNOCK: Thank you, Dr. Wilbur. 
That will be referred to Reference Committee No. 1. 

The next order of business will be a report from 
our Legal Counsel, Mr. Hassard. 


REPORT OF THE LEGAL COUNSEL 


Mr. HassarD (San Francisco): I shall endeavor 
to make it short so I will be as brief as I can and 
cover the subjects that it is imperative that you be 
informed about. One specific subject that I will re- 
port to you on now relates to the field of anti-trust 
enforcement. 

There are four cases pending against medical so- 
cieties at the present time that relate to the field of 
restraint of trade and monopoly. One is in Okla- 
homa, one in Oregon, one in the state of Washing- 
ton and one in San Diego. The one in Oklahoma 
involves the Elk City group and it is contended hat 
the local medical society has opposed it and that this 
opposition has involved a restraint on the Elk City 
business. This case is in its preliminary stages and 
there isn’t anything that I can add to it at this 
moment that will be of help to you. 

The suit in Oregon was commenced by the Fed- 
eral Government, by the Anti-Trust Division of the 
Department of Justice. It arose out of the long his- 
tory in the state of Oregon that I will just quickly 
summarize. Oregon, unlike the rest of the states, by 
legislative act permits corporations to sell medical 
services on a prepaid basis. Under that law there 
have been operating in Oregon for many years lay- 
owned corporations called hospital associations. 
They undertake to sell to the public prepaid medi- 
cine and hospital service, not insurance, and in the 
terminology that is used the Oregon people who be- 
long to any hospital associations are given tickets. 
They are supposed to take the tickets in to the doc- 
tor of their choice and then the doctor who may or 
may not have had any prior relationship with the 
hospital association either must take the ticket, in 
which case he looks solely to the corporation for 
payment of his fee at the rate fixed by the corpora- 
tion or he may refuse to take the ticket, in which 
case the patient either has to pay him or go else- 
where. 

Over a long period of time physicians in Oregon 
have opposed the so-called hospital associations and 
the ticket-taking. As a result of that opposition over 
a long period of years the hospital associations com- 
plained to the Federal Government and an injunc- 
tion proceeding was commenced under the Sherman 
Anti-Trust Act. The federal judge who tried the case 
decided in favor of the medical societies and the 
individual physicians who were the defendants. He 
held in effect that the Oregon physicians were not 
engaged in anything or in any course of action that 
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involved a restraint on the hospital associations or 
the intent to monopolize. That case is now on appeal 
before the United States Supreme Court. It will be 
decided within the next few months. When it is 
decided we will know a great deal more than we 
know now as to the relationship between physicians 
and prepaid plans. 

The case in the state of Washington entails a little 
more. It has now finally been decided by the Su- 
preme Court of the state of Washington. The deci- 
sion was announced about ten days ago. The opinion 
was 80 pages long and I will not attempt to sum- 
marize it in a couple of minutes and I will of neces- 
sity oversimplify it. I will try to give a description 
of the case. It was commenced by a closed panel 
cooperative called Group Health of Puget Sound. It 
was operated by a staff of physicians on a salary 
basis and it sells prepaid service contracts. It also 
owns and operates a small hospital in the city of 
Seattle. 

In Seattle the local King County Medical Society 
for many years has had a by-law provision prohib- 
iting any member of the society from participating 
in any prepayment plan except such plans as have 
been approved by the society. The only plan that has 
ever been approved is the Medical Ser.:ce Bureau 
and that is operated by the King County Medical 
Society itself, also a prepayment plan operated by 
the County Medical Society. It expressly limits par- 
ticipation in it to doctors who belong to it; so, in 
other words, if a patient goes to a physician who is 
not a member of the King County Medical Society 
and that patient belongs to the Medical Service Bu- 
reau, he cannot receive any benefits from his con- 
tract. 

Group Health commenced its action seeking an 
injunction and damages and claiming that the activ- 
ities of the society were a restraint and that it tended 
to create a monopoly. The Washington State Su- 
preme Court found in favor of Group Health. In 
doing so it based its decision on really three main 
points, and this is what the court found: That the 
American Medical Association registered Group 
Health Hospital in approximately 1948; that the 
A.M.A. rules for registration are essentially that a 
registered hospital requires that the staff of the 
hospital be ethical in its conduct. Therefore, the 
court concluded that the A.M.A. favorably passed on 
Group Health. Second, the so-called 20 points that 
were adopted by the House of Delegates of the 
A.M.A. on recommendation of the Council on Med- 
ical Service about two years ago were quoted at 
length to emphasize that the A.M.A. through its 20 
points has defined free choice of participating phy- 
sicians, not necessarily free choice of all physicians. 

The court then conceded that, regardless of what 
the A.M.A. may or may not have done, every local 
medical society is free to have rules of its own in 
addition to the A.M.A. rules. The court then found 
that the King County Medical Society’s combination 
of precluding any of its members from participating 
in any plan, unless approved by the society, plus the 
fact that its own plan limited participation to society 
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members, that combination tended toward a monop- 
oly and that if carried to its conclusion no prepaid 
plan, free choice or otherwise, could exist in the 
area except the one operated by the County Medical 
Society. 

That term “monopoly” is quite confusing and | 
would like to define it for a second. The United 
States Supreme Court has held that an organization 
that is open to membership for all people of its class 
involved is not and cannot be a monopoly because 
the essence of a monopoly is exclusion. If you do 
not exclude, then you do not have either a monopoly 
or anything that tends to monopoly. The Supreme 
Court of the state of Washington dwelling on that 
pointed out that the King County Medical Society 
did exclude. It excluded doctors who were not mem- 
bers of the society from any participation in its own 
plan and excluded from its own membership any- 
one who participated in a plan other than the So- 
ciety’s. The court then directed that the Medical 
Society not refuse membership solely on the ground 
that the applicant was employed by Group Health. 

The court then further decided that there was no 
proof of damage and that the claim of Group Health 
that it had been injured in a monetary sense had not 
been proved. 

It seems that there has been a flood of publicity 
and a flood of, say, propaganda, resulting from the 
decision in Washington. It is essential that you bear 
in mind just exactly what the facts were before the 
court. Bear in mind that the County Medical Society 
in its own prepayment plan did not permit partici- 
pation by any doctor other than its society members. 
Bear in mind the other facts involved in the case. 

The fourth action, that is, in San Diego, is really 
two cases. On the one hand it is a suit by the Com- 
plete Service Bureau under our local anti-trust law 
called the Cartwright Act seeking damages on the 
ground that the Complete Service Bureau has been 
hindered by the attitude of physicians in San Diego. 
The second case is a counter-suit by the San Diego 
County Medical Society against the Complete Serv- 
ice Bureau primarily on the ground that it is a cor- 
poration practicing medicine and asking the court 
to enjoin it from continuing to do so. That case has 
been tried. The trial took place in September and 
the case is now being argued, first in writing and 
then later orally, and it will be decided sometime 
early next year. After it is decided the original suit 
for damages will either be tried or not tried. The 
case has proceeded backwards in that the cross- 
complaint was tried first rather than the original 
plaintiff's action. At the present time there is noth- 
ing definitive so far as the San Diego action is con- 
cerned but when it is decided it will decide for 
California and settle a great deal of the problems 
that we have had before us. 

SPEAKER CHARNOCK: Thank you very much, Mr. 
Hassard. 

-That report will be referred to Reference Com- 
mittee No. 2. 

We will now have the report of the C.P.S. Study 

Committee, Dr. Wilbur Bailey. 
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PRELIMINARY REPORT OF THE COM- 
MITTEE TO STUDY C.P.S. 


Dr. WiLBur BaiLey (Los Angeles) : Mr. Speaker, 
distinguished guests, and Members of the House: 
We have a Preliminary Report of the California 
Medical Association Committee to Study C.P.S. The 
committee was formed under the resolution which 
reads as follows: 


“Resolved, That the Council of the C.M.A. be urg- 
ently requested to appoint a representative commit- 
tee to ascertain. the expectations of the medical 
profession of California in regard to C.P.S, The 
function of this committee shall be to make a careful 
study of C.P.S. as related to the operations of pri- 
vate insurance companies and other prepaid medical 
care groups, and to determine the future role and 
purpose of California Physicians’ Service in the 
whole field of voluntary prepaid medicine.” 

Although some of its members, including the 
chairman, have but recently been appointed, a suffi- 
cient interchange of ideas has occurred so that the 
committee finds itself in accord in respect to many 
problems. It is the belief of the committee that in 
order to be convincing, its ultimate report should 
be as objective and impartial as possible. To that 
end it is recommended that specialized services be 
obtained in the shape of a business consultant with 
an adequate staff. 


Such specialized help might take from five to six 
months and cost between three and five thousand 
dollars a month. Such a study, carefully supervised, 
would have the advantage of being more convincing 
because of its objectivity. We as doctors make a liv- 
ing because of our specialized knowledge. We are 
not statisticians, auditors, or insurance men, and if 
our studies on this twenty-four million dollar cor- 
poration are to be thorough, we must expect to em- 
ploy expert business consultants, Making a thor- 
oughgoing study of C.P.S., its competitors, the doc- 
tors’ and patients’ attitudes toward it, is no job for 
a busy doctor in his off-hours. 

However, because such a survey has not yet been 
made, it does not mean there are not many questions 
that can be considered and settled at this meeting, 
which will dictate the course your committee will 
follow before its report at the April meeting. C.P.S. 
was born under the stress of political necessity, and 
while no one should fool himself that threats of 
socialized medicine are things of the past, it never- 
theless behooves us to take stock of our own and 
other medical: insurance plans as they exist at the 
present time. If we were to start anew, would we 
follow our present methods? Are other states using 
similar methods succesfully? To speak with absolute 
candor, C.P.S. in the eyes of a businessman might 
have been cons Jered bankrupt since the outset. We 
have avoided total and absolute insolvency over the 
last 11 years by paying only from 50 to 90 per cent 
of the unit value. The remaining 10 to 50 per cent 
has been taken out of the hide of the doctor—and 
he does not like it any more. 


The demand that C.P.S. be placed on a footing to 
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offset the deep-seated and growing discontent of the 
physician members is very great. The argument that 
there are 10,000 physician members in C.P.S., which 
is claimed to be about the number of C.M.A. physi- 
cians, loses force when it is taken into account that 
there are more than 18,000 physicians in the state. 
It loses further force as it becomes apparent that 
wholesale resignations are, in the opinion of many, 
very close. It is to be remembered that at the present 
time the physician who resigns is not penalized, but 
merely automatically puts himself on an indemnity 
basis—a position which many doctors favor any- 
how, and which we will discuss further later. 

Again to look at our present over-all picture with 
the eyes of a stranger, it would appear that C.P.S., 
the doctors’ own insurance plan, whether large or 
small, should be a model system, or in effect a pilot 
plant in which various systems were tried and dis- 
carded until the ultimate pattern was reached which 
pleased both doctors and patients. If after more than 
ten years such be not the case, it is our business 
to discover and discuss at least the most important 
reasons for discontent and to seek the simplest rem- 
edy. If physicians were as unsparing of their praise 
of C.P.S. as they are of their criticism, this commit- 
tee would never have come into existence. 

Some doctors have become so discontented with 
C.P.S. as to suggest its abolition altogether on the 
grounds that doctors do not belong in the insurance 
business. Your committee feels that such a move at 
this time would be a great mistake for the following 
reasons: 


1. No one has as yet undertaken a complete and 
thorough study under current conditions of the op- 
eration of C.P.S. and its competitors. 


2. Although the term “political necessity” has 
been used so often that we may seem tired of it, 
there is no doubt that it still exists. 


3. Whether we like it or not, there is no doubt 
that health insurance of some sort is here to stay, 
and that we stand a much better chance as doctors 
of deciding its type and character if we have an 
organization of our own, whether it be large or 
small, than if we simply serve in the capacity of 
advisors to someone’s else plan. We will have to ad- 
mit again that C.P.S. was conceived in haste, and 
whether all members of the profession approve of it 
or not, it nevertheless has been sold to the public as 
the doctors’ own plan. To amend this plan drastic- 
ally without further study would most certainly be 
interpreted in some quarters as breaking faith with 
the public. It behooves us, therefore, to make a fear- 
less analysis of C.P.S., and to change it if need be, 
but not to cast it aside until we are sure of the alter- 
native. To quote Samuel Butler: 


“As the ancients 
Say wisely, have a care o’ th’ main chance, 
And look before you ere you leap; 
For as you sow, you are like to reap.” 


One great cause of discontent is the fee schedule. 
A physician who belongs to C.P.S. will find that 
his fee schedule has been established for him, and 
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that he must accept it or a percentage thereof. While 
it may be true that rigid discipline is needed to en- 
force such a schedule for C.P.S., or any other so- 
called service type of plan, this is, nevertheless, the 
biggest single cause for complaint. However, to an 
outsider it might appear that C.P.S. has a most 
schizoid personality in this matter of discipline. Be- 
cause of its policy that “a doctor shall be able to 
practice medicine according to his usual custom,” 
C.P.S. condones some extraordinary practices in 
allowing too many visits or unnecessary work. We 
shall cite examples presently. 

Overuse of any insurance plan is sure to result in 
an unfair amount of benefit to some of the patients 
and some of the doctors. Other insurance companies 
are very strict about preventing such overuse. The 
Unemployment Compensation Disability Plan oper- 
ated by the State of California, which, by the way, 
is not insurance for there is no relationship between 
the premium and the risk, and which pays out about 
two million dollars a month, as does C.P.S., will 
send a patient to another doctor for an opinion as 
to whether he is still ill, if they believe treatment is 
being unnecessarily prolonged. 

Compensation insurance companies will drop doc- 
tors from their panels if the charges which they 
make are out of line with the average charges of 
other doctors for the same services, and in the 
closed-panel systems such as Permanente, in which 
the captive, or salaried, doctor is employed, the 
overzealous doctor is not likely to remain, while the 
overdemanding patient can be given the “once-over- 
lightly” treatment. 

Unfortunately the temptation to get something for 
nothing influences everyone, doctors and patients 
alike. A few claims made by physicians, such as the 
doctor who put in bills for two mastectomies, both 
on the same side, although the patient is still dou- 
ble-breasted, are actually fraudulent and probably 
matters for the district attorney. Most unnecessary 
claims, however, fall into the category of conscious 
or unconscious bill padding. Many a doctor feels 
C.P.S. pays fees he thinks too low, and, therefore, 
if, so to speak, he refers a patient to himself, for a 
little extra laboratory or x-ray work, he feels entirely 
justified. 

To show what a tremendous difference the aggre- 
gate of such minor offenses makes to the entire plan, 
however, one has but to take into account the fact 
that under the type of medical policy used until 
quite recently by C.P.S., 50 per cent of the money 
was spent on laboratory and x-ray work, being di- 
vided about equally between the two. 

It is impossible to discuss any insurance plan 
without reference to the overuse or the great use of 
such facilities. In Illinois, for example, Blue Cross, 
which for many years advertised free x-rays as a 
“loss leader” to encourage people to buy its insur- 
ance, has been forced to set the over-all allowance 
for x-rays at $15, and that only for hospital patients. 
By this method they have kept from going bankrupt 
and are saving two million dollars a year at least. 
They expect to save another million as a result of 
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this limitation, because it will no longer be worth- 
while for a patient to spend three or four days in a 
hospital under devious diagnoses solely for the pur- 
pose of getting laboratory and x-ray work done 
which could just as well be done on an ambulatory 
basis. 

Overuse of x-ray and laboratory facilities as well 
as too many visits and other types of chiseling, are 
estimated to cost C.P.S. a hundred thousand dollars 
a month at present. This loss is perhaps more impor- 
tant than it seems, for the hundred thousand dollars 
monthly would otherwise be divided up among the 
doctors who treat the plan more honorably. 

Since “chiseling” proves so costly, some examples 
which C.P.S. felt should as a matter of policy be 
allowed are worth citing. One doctor made two or 
three visits per day to each hospital patient “be- 
cause it was his usual custom.” Another gave his 
wife three penicillin shots a week and changed the 
diagnosis every two or three months. A third treated 
a pneumonia patient every day for 90 days. There 
was also the case of the office nurse of an outstand- 
ing physician who marked down two or three extra 
visits which never really took place, because another 
doctor’s nurse told her that was the way to increase 
the gross from C.P.S. patients. 

Peculiarly, although C.P.S. has always had a fee 
schedule on which it has paid from 50 to 90 per cent 
of the unit value to private physicians, doctors in 
hospitals are not similarly circumscribed. It is 
strange that our own insurance plan, subsidized by 
physicians, should in this unusual manner, be en- 
couraging the corporate practice of medicine, which 
in the state of California has been repeatedly de- 
clared as entirely illegal. 

As a result of present C.P.S. policies, x-ray or 
laboratory work done in a hospital is paid for in 
unlimited amounts at unlimited prices. In one of the 
large Los Angeles hospitals, for example, a gastro- 
intestinal examination, for which the C.P.S. fee 
schedule allows 90 per cent of $40, which is $36, 
was billed for $110, which C.P.S. promptly paid. 
Similar examples could be quoted endlessly. Your 
committee believes doctors, if they are to be happy, 
must be treated equally by C.P.S. The doctor in the 
hospital must not be paid an unlimited amount sim- 
ply because the hospital association threatens not to 
honor C.P.S. cards unless hospitals can have un- 
limited fees for the use of the x-ray or laboratory 
facilities or the operating rooms. 

In Washington state the problem of overuse has 
been solved by the use of boards of review consist- 
ing of eminent doctors. A doctor who feels he has 
not been granted proper consideration by the med- 
ical director of the Washington insurance plan, may 
appeal to the review board. In practice, of course, 
the very existence of such a review board cuts down 
about 90 per cent of the claims for unnecessary 
work. The review board is known for its fair treat- 
ment. It is also known for its ability to spot the 
chiselers. 

We might do well to consider the establishment or 
election of a paid review board by the county med- 
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ical societies. Compensation as well as other insur- 
ance companies besides C.P.S. would welcome such 
a board, and perhaps even be glad to pay for the 
privilege of bringing cases before it. Great discredit 
is brought on any indemnity plan at the present 
time, for example, because a few doctors double fees 
on the grandiose assumption that half will be cov- 
ered by insurance anyhow. Where would such a 
chap stand, if he knew that if he refused arbitration, 
a representative of the board would appear in court 
to present the official review board’s decision, if any 
collection procedures were undertaken? 

C.P.S., like any other so-called service plan, has al- 
ways based its fee schedule on the idea that a patient 
had a very limited income. In the beginning, there- 
fore, we planned to take care of only those patients 
who could afford minimum fees, and who, without 
such a plan of voluntary prepayment insurance, 
would have been able to pay little or nothing. Since 
it is traditional of the medical profession to take 
care of all patients whether they can pay or not, this 
arrangement seemed to be a logical method whereby 
prepayment of medical costs would benefit patient 
and doctor alike. Gradually over the years, however, 
the ceiling has crept up to the $3,600 for a single 
individual with $4,200 for a family, while C.P.S. 
most recently recommended $4,800. 

There are two things about a “ceiling” which most 
vex the doctors. The first is that fees have not in- 
creased as much as wages and ceilings. The second 
is that patients resent discussing the amount of their 
income, and C.P.S. has never been able to find a 
method to make the amount of income apparent 
from the registration card. C.P.S. maintains that 
although the cards could be coded at the beginning, 
the status of workers changes over the years, and 
their wages are revised upwards. To keep pace with 
such changes is described as being “administratively 
impossible.” 

Although there are a multitude of plans in this 
country and abroad, they can easily be classified 
into a few types, although there are a good many 
mixed forms. 

One type is the service plan which is under com- 
plete control of the government and pays the doctors 
directly on a per capita basis, and which has blos- 
somed to complete fruition in England. In the closed- 
panel type of service plan, such as is promised some 
300,000 people by the H.I.P. (Hospital Insurance 
Plan of Greater New York), or here by the Perma- 
nente plan, the physician is paid on other that the 
usually accepted fee-for-service basis. All of these 
plans have a common objection. A physician who 
does not work on a fee-for-service basis but on a 
straight salary, may be subjected to overloads which 
may render him inefficient and put patient care on 
a “lick-and-promise” basis. 

California Physicians’ Service is supposedly a 
service plan which permits an “open panel” or free 
choice of physicians, and pays fees for service—even 
though the actual fee may not be known until it is 
paid, because of the fluctuation in the unit value. 
Another plan is one of indemnification, which has 
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been proposed many times before the House of Dele- 
gates. The insurance companies like the indemnity 
plans best, because from an actuarial standpoint the 
risk can be calculated. 

While the committee without further study does 
not have the temerity to suggest any one type of 
plan, it nevertheless believes that simplicity may be 
the keynote to a solution. Which type of plan you 
prefer depends to some extent on which side of the 
fence you are on. At the present time it is apparent 
that people who have most of the money in this 
country, which is to say the government and the 
labor unions, are anxious to have all-inclusive serv- 
ice plans. The patient ostensibly pays for nothing, 
and the government or the union, as the case may 
be, is allowed to handle large sums of money, much 
of which may logically be expected to go for large 
staffs of non-medical workers and other “adminis- 
trative” costs. 

On the other hand, many doctors are more enthu- 
siastic for an indemnity plan. Under such an ar- 
rangement the basic cost to the patient is taken care 
of, and the professor may charge more than the 
medical student who has just received his degree. 
The patient is always at liberty, and should take that 
liberty, to ask the cost of a medical service before 
he engages the doctor. If he feels one doctor’s price 
is too high, he may go to another. 

It is to be hoped that this group will reach a defi- 
nite conclusion at this meeting as to whether C.P.S. 
should undertake to mold its future along lines of 
the service type of plan it has now; whether it 
should change to an indemnity type of plan; or 
whether a deductible plan such as has been consid- 
ered in Santa Clara County would be most suitable. 

Dr. DeWitt Burnham, chairman of the Committee 
of Eight, which will make a fee schedule report at 
this meeting, calls attention to the simplicity of some 
of the plans which exist in Pennsylvania, New York, 
and Massachusetts. Up to an income limit of $2,000 
in some of these plans, the patient is covered on a 
service basis and the fee schedules are quite low. 
Beyond this point the patient is on an indemnifica- 
tion basis. Such a plan has many advantages, among 
which are: 

1. It protects a group of patients who would be 
able to pay little if anything unless they budgeted 
the cost of medical care in advance, as can be done 
by such a plan. 

2. From the nature of the patient’s occupation it 
is easily determinable by anyone whether he is under 
or above the ceiling—a problem which, because of 
the vagaries of human nature, seems almost insol- 
uble under the present higher ceilings of C.P.S. 

3. This plan is self-policing. The fee schedule is - 
sufficiently low so there is no temptation by doctors 
to pad their bills. On the other hand, patients over 
the $2,000 income limit know they are expected to 
pay enough in addition to constitute a usual fee. 
They therefore take an active interest in the amount 
of the bill and do not overuse the plan. It must be 
clear to both patient and doctor what is covered by 
the policy. 
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Before closing, to change the subject entirely, the 
committee feels this House should discuss and en- 
deavor to settle several matters of policy. If, for ex- 
ample, the California Medical Association Council 
receives a mandate from the C.M.A. House of Dele- 
gates, it must make every effort to carry out the 
mandate. On the other hand, in the case of Califor- 
nia Physicians’ Service, its Trustees are not obli- 
gated to abide by the decisions of the House of 
Delegates of C.P.S. As a result, there have been 
occasions in the past when resolutions of the House 
have been declared unworkable by the Board of 
Trustees of C.P.S. and discarded. There are argu- 
ments on both sides, but it is hoped that the subject 
will be discussed. 

Another basic problem, which seems to have been 
overlooked by many, is the method of payment by 
insurance companies, including C.P.S., to doctors. 
In Australia, when the government decided to so- 
cialize medicine about five years ago, the doctors 
agreed that the government could subsidize the pa- 
tients as much as it liked, but that they would con- 
tinue to collect their bills directly from the patients, 
which they still do to the satisfaction of all but the 
Socialists, who are now no longer in power. In Eng- 
land the government pays the doctors directly, and 
the results are all too well known to you. We may 
well ask ourselves whether our model plan is setting 
a proper pattern making direct payments to phy- 
sicians. It may seem simpler, but is it a dangerous 
example? 

We have recommended that a considerable amount 
of money be expended to have independent business 
experts analyze C.P.S. and its competitors. Without 
such an analysis the committee can only speculate 
whether C.P.S. is running eficiently. Some informa- 
tion has reached us to the contrary, but we feel that 
all comments on the internal affairs of C.P.S. must 
be withheld unless or until the California Medical 
Association through this House of Delegates votes 
to grant the necessary funds for a complete exam- 
ination. 

SUMMARY 


1. Your committee feels that for a complete sur- 
vey of the business methods of C.P.S. and its com- 
petitors, as well as an up-to-date analysis of the 
reactions of patients and doctors, it would be neces- 
sary to use one of several groups of business ana- 
lysts. Preliminary bids from two such groups are 
alike in indicating the cost would be $30,000 to 
$40,000. Both the committee and the Council believe 
the opinion of this House should be asked regarding 


_such an expenditure. 


2. In the meanwhile, the House can do much to 
determine matters of policy, which will guide this 
committee. 

3. We have felt this preliminary report, much of 
which is informatory, would serve the purpose of 
indicating to this House some of the thoughts of the 
committee and would enable us to obtain further 
suggestions for action from the membership. 
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4. We urge no radical change shall be made in 
the policy of C.P.S. until our committee is able to 
make a report based on a thorough study. (Ap- 
plause. ) 


SPEAKER CHARNOCK: This report will be referred 
to Reference Committee No. 1. 

I think I will now turn the meeting over to the 
Chairman of the Committee on Scientific Work, Dr. 


Albert C. Daniels. 


. .. Presentation of scientific papers. . 


SPEAKER CHARNOCK: We owe a great debt of 
gratitude to both Dr. Starr and Dr. Hinshaw for 
their presentation today. 

I have been informed by the Secretary that there 
is no unfinished business. We come now to new busi- 
ness in which resolutions may be presented and 
those presenting resolutions will please come to the 
rostrum and give your name and county. 


Dr. J. E. Youne (Fresno): I am from Fresno. I 
presume this comes under the heading of new 
business. 


Resolution No. 1 


I have here a petition from a group of physicians 
of Madera County. This letter is dated November 
30, 1951, addressed to “Members of the House of 
Delegates, California Medical Association,” and it 
reads as follows: 


Gentlemen: 


We, the physicians of Madera County, petition for a 
Charter for a Madera County Medical Society. We request 
a local society for the following reasons: 

At present our members are split between the Fresno and 
Merced County Chapters and with the tremendous increase 
in the population of doctors and the population in Madera 
County, a more unified group would be possible under a 
local County Chapter. Secondly, the public relations and 
control and medical policies in this county can be handled 
much better by a local group. 


Respectfully submitted, 


Then there is a section here of about 12 names of 
practicing physicians in Madera County. I have also 
a copy of their proposed constitution and by-laws 
and also a copy of their proposed budget for the 
following year. This petition has been given to me 
to present to this House of Delegates because the 
members in Madera County are at present members 
of the Fresno County Society and I am presenting 
this in the interest of the physicians of Madera 
County, Mr. Speaker. 

SPEAKER CHARNOCK: Thank you, Dr. Young. 
That will be referred to Reference Committee No. 
3. Dr. Loos! 

Dr. H. Ciirrorp Loos (Los Angeles): I have a 
resolution for a change in the By-Laws regarding 
Interim Sessions. 

Resolution No, 2 

... The resolution, not read to the House, is as 
follows: 

I move that the By-Laws of the California Medical 
Association be amended as follows: 

That subparagraph (a), of Section 7, of Chapter 
V, of the By-Laws of the California Medical Associa- 
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tion be and is amended by substituting a semicolon 
for the period now present at the end of the single 
paragraph and adding thereafter the words: “ : 
provided, however, that the Interim Session shall 
not be held, in any year, ‘unless the Council shall, in 
its discretion and by the majority vote of its mem- 
bers, determine and declare the need therefor.” 

Thus, subparagraph (a) of Section 7 of Chapter 
V as amended shall read as follows: 

(a) In each year there shall be two regular ses- 
sions of the House of Delegates; the time and place 
of such sessions to be determined by the Council as 
far as possible in advance and notice thereof pub- 
lished in the Journal of the Association. One of these 
sessions shall be held in the first six months of each 
calendar year and is designated the Annual Session; 
the other shall be held in the last six months of each 
calendar year and is designated the Interim Session; 
provided, however, that the Interim Session shall 
not be held, in any year, unless the Council shall, 
in its discretion and by the majority vote of its mem- 
bers, determine and declare the need therefor. 

SPEAKER CHARNOCK: This resolution for chang- 
ing of the By-Laws will have to lie on the table until 
April. In the meantime it will be referred to Refer- 


ence Committee No. 3. 
Dr. Shipman! 


Dr. Sipney J. SHipMan: Mr. Speaker, I have two 
resolutions to be presented on behalf of the Council. 
Resolution No. 3 


Resolved, That Section 2 of Chapter V of the By- 
Laws of this Association, the California Medical As- 
sociation, is hereby amended to read as follows: 

“Commencing with the 1952 Regular Session of 
the House of Delegates, each component society 
shall be entitled to one delegate for each 50 active 
members or major fraction thereof, according to its 
membership as of the first day of November of the 
preceding year; provided, however, that each com- 
ponent society shall be entitled to a minimum of 
two delegates.” 

Resolution No. 4 

Resolved, That Section 9 of Article III of the Con- 
stitution of this Association, the California Medical 
Association, is hereby amended to add the Vice- 
Speaker to the membership of the Council, so that 
said section shall read as follows: 


“The Council shall consist of: 

“(a) Eleven District Councilors elected from the 
Councilor Districts specified in this Constitution ; 
and 

“(b) Six Councilors-at-Large elected by the 
House of Delegates; and 

“(c) The President, President-elect, Speaker, and 
Vice-Speaker. 

“In addition, the Secretary- Treasurer and Editor, 
ex-officio, but without the right to vote.” 

SPEAKER CHARNOCK: Dr. Shipman’s proposed 
constitutional amendment will have to lie on the 
table for one year. 

Dr. Lambertson! 
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Resolution No. 5 


Dr. E. R. LamBertson (Los Angeles): I have a 
resolution to present: 

Wuenreas, The original purpose of the California 
Physicians’ Service was to explore, test and other- 
wise act as a pilot plan in prepaid health programs 
for low income groups and/or individuals; and 

Wuereas, In reality California Physicians’ Serv- 
ice has become a prepaid health plan for many who 
have high incomes to the financial detriment of the 
medical profession; and 

WHEREAS, The management of the California 
Physicians’ Service is in fact no longer representa- 
tive of the viewpoint of the medical profession at 
large; therefore be it 

Resolved, That this House of Delegates recom- 
mend to the Administrative Members of the Califor- 
nia Physicians’ Service that such members approve 
a change in the By-Laws of California Physicians’ 
Service which will provide that resolutions passed 
by the Administrative Members of the California 
Physicians’ Service shall be mandatory upon the 
Board of Trustees and officers of California Physi- 
cians’ Service, and that such resolutions shall be 
placed into operation and administered as recom- 
mended by the Administrative Members. 

SPEAKER CHARNOCK: That will be referred to 
Reference Committee No. 3. 


Dr. Gibbons! 
Resolution No. 6 


Dr. Henry Grpsons III (San Francisco) : This is 
a resolution to classify approval of the different 
forms of sickness or health insurance. 

WuerEas, Free choice of physician maintains a 
normal state of individual and private enterprise for 
both patient and physician; and 

Wuereas, Competition on the basis of individual 
physicians involved in any free choice system offers 
the greatest stimulus for proficiency; and 

Wuereas, The medical profession has accepted 
and is sponsoring the right of people to use volun- 
tary insurance or other voluntary collective methods 
to defray the cost of medical care; therefore be it 


Resolved, That the House of Delegates of the 
California Medical Association instruct the Council 
of the California Medical Association to set up a 
Board of Approval of voluntary sickness and health 
insurance; and be it further 


Resolved, That the classes of voluntary sickness 
or health insurance or plans shall be A, B and C; 
and be it further 


Resolved, That Class A shall consist of those 
forms of health insurance policies, or plans, that 
permit free choice of physician and are able to fur- 
nish service or indemnity according to a schedule 
that will fulfill its claims; and be it further 

Resolved, That Class B shall be those forms of 
health insurance policies, or plans, that do not give 
free choice of physician but do fulfill the other ten- 
ets in Class A; and be it further 
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Resolved, That Class C shall be those forms of 
insurance policies, or plans, that neither give free 
choice of physician or fulfill the tenets set forth in 
Class A; and be it further 


Resolved, That an insurer, group or plan seeking 
classification must apply for approval, furnish all 
necessary information and agree that approval may 
be withdrawn if it is shown that there was misrepre- 
sentation in the application, or that there were 
changes made during the time of approval that make 
the facts requisite to approval contrary to what they 
were at the time of approval; and be it further 


Resolved, That free choice of physicians be de- 
fined as that degree of freedom in choosing a physi- 
cian which can be exercised under usual conditions 
of employment between private patients and phy- 
sicians, 


Resolution No. 7 


The other resolution is on voluntary indemnifying 
medical expense insurance. 

Wuereas, There are many indemnifying insur- 
ance policies for medical and surgical benefits in the 
state of California; and 

Wuereas, Indemnifying insurance for medical 
costs does not regiment practice and offers free 
choice of physician; and 

WuereEaAs, Indemnifying insurance makes an 
amount of money receivable according to a fixed 
schedule but does not bind the physician to work for 
said schedule; and 

Wuereas, Medical guidance is being sought in 
the field of indemnifying schedules and other op- 
erative procedures of indemnifying insurance on 
large employed groups; and 

Wuenreas, Abuses of this form of voluntary health 
insurance can obstruct its proper operation-and con- 
tinuance; therefore be it 

Resolved, That the House of Delegates of the Cali- 
fornia Medical Association approve voluntary in- 
demnifying insurance as a sound and excellent 
method of distributing medical and surgical costs; 
and be it further 

Resolved, That the Council of the California Med- 
ical Association be instructed to be prepared as fol- 
lows: 

(1) To advise insurance carriers, employed 
groups and others on comprehensive indemnifying 
schedules. 

(2) To advise such groups on the ill effects on 
attempting to eliminate the free choice of physician. 

(3) To advise these groups on the fact that final 
fees are fixed, not on the indemnifying schedule, but 
on agreement between the patient and physician. 

(4) To advise them that all grievances regarding 
possible abuses in these indemnifying policies should 
be referred to local medical society professional con- 
duct committees for arbitration or advice. 

SPEAKER CHARNOCK: Thank you, Dr. Gibbons. 
Both of these resolutions will be sent to Reference 
Committee No. 3. 
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Resolution No. 8 


Dr. D. M. CAMPBELL (San Francisco) : I am Dr. 
D. M. Campbell from San Francisco and I have a 
resolution to present: 


Wuereas, There are at present 867,000 people 
over 65 years of age in California, and in 1975, it is 
estimated there will be approximately two million; 
and 

Wuereas, This absolute increase will create a 
serious situation, both medically and economically 
in California; therefore be it 

Resolved, That the California Medical Associa- 
tion establish a special committee to study and de- 
velop a positive program dealing with “The Prob- 
lem of the Aging.” 

SPEAKER CHARNOCK: This resolution of Dr. 
Campbell’s will go to Reference Committee No. 3. 

Dr. Magoon! 


Resolution No. 9 
Dr. LEsLie B. Macoon (Santa Clara County) : 


Wuereas, Hospitals are showing increasing eager- 
ness and determination to appear to the public as 
dispensers of medical as well as hospital care; and 

Wuereas, Hospitals are using their control of 
beds and other hospital facilities as a means of ac- 
complishing this and by regimenting and control- 
ling physicians and censoring the practice of medi- 
cine; and 

Wuereas, Such regimentation and censorship 
constitute the indirect, but nevertheless the definite, 
practice of medicine by a lay corporation, an un- 
lawful act; and 


Wuereas, Such regimentation and censorship 
represent also a superimposed, extralegal restriction 
of the rights, privileges and responsibilities con- 
ferred on licensed physicians, and only on licensed 
physicians, by the Medical Practice Act of the State 
of California, and result in arbitrary restriction of 
the right of licensed physicians to practice medicine 
limited only by their skills, their ethics and the law; 
and 

Wuenreas, Exclusion of licensed doctors of medi- 
cine from the use of hospital facilities results in 
sharp limitation of the right of a patient to choose 
his own physician without reference to the opinions, 
desires or prejudices of a third party, the hospital; 
and 

WueEnreas, Hospitals are largely built and financed 
by donations from the general public, and, by ac- 
cepting such donations, become morally bound to 
provide hospital facilities so that any member of the 
community may be cared for by the physician of his 
own choice; and 

WueEnreas, The public welfare will be better served 
by the maintenance of hospital facilities open to all 
legally licensed physicians and surgeons than by 
any fancied improvement in medical care resulting 
from regimentation and censorship of physicians by 
hospitals, and the illegal assumption by hospitals of 
medical as well as domiciliary functions; now there- 
fore be it 
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Resolved, That the Legislative Committee of the 
California Medical Association be directed to press 
for the enactment of legislation which shall require 
that, for privately-owned hospitals to be eligible for 
tax exemption as non-profit institutions, their facili- 
ties shall be open on an equal basis to every doctor 
of medicine, licensed as a physician and surgeon by 
the Board of Medical Examiners of the State of 
California, subject only to such reasonable rules 
and regulations for practice within the hospital as 
the organized medical staff of the hospital shall 
adopt, such rules and regulations to be equally and 
fully applicable to all members of the medical staff 
without limitation, without regard to race or color, 
and without classification affecting hospital priv- 
ileges. 

SPEAKER CHARNOCK: That will go to Reference 
Committee No. 3. 

Dr. Carson! 


Resolution No. 10 
Dr. Donap A. Carson (San Francisco) : 


Wuereas, Because of abuses of coverage for di- 
agnostic services in cases of sickness while hospital- 
ized, Blue Cross organizations have found it neces- 
sary to police such services strictly; and 

Wuenreas, X-ray and laboratory examinations are 
diagnostic in nature but are also essential to the care 
of the sick; and 

Wuereas, This strict policing by Blue Cross has 
frequently and increasingly resulted in denying cov- 
erage for diagnostic services in legitimate cases of 
illness while hospitalized; now therefore be it 


Resolved, That the Council of the California Med- 
ical Association request Blue Cross organizations to 
clarify their attitude as to coverage for diagnostic 
services in cases of illness while hospitalized in the 
hopes of removing uncertainty from the minds of 
policyholders and their physicians. 

SPEAKER CHARNOCK: Thank you, Dr. Carson. 
That will be referred to Reference Committee No. 3. 


Dr. Bailey! 
Resolution No. 11 

Dr. Wicsur BaiLey (Los Angeles): This is an 
enabling resolution: 

Resolved, That the Committee of the California 
Medical Association to Study California Physicians’ 
Service shall on an emergency basis, if necessary, be 
granted not to exceed $40,000 as requested in its 
report to enable the employment of expert business 
consultants to aid in the study of C.P.S. and its 
competitors. . 

SPEAKER CHARNOCK: Because of the financial as- 
pect of this, it will be referred to Reference Com- 
mittee No. 2. 

Do you have any more resolutions? If not, I have 
two announcements to make. 

... Announcements. . . . 

SPEAKER CHARNOCK: Is there anything more to 
come before this body? Hearing nothing, the Chair 
will declare a recess of the House of Delegates until 
9:30 tomorrow morning. The Administrative Mem- 
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bers of the California Physicians’ Service will meet 
at 1:30 in this room this afternoon. 


A Memeer: I move that the assembly take place 
at 2:30 instead of 1:30. 
. .. The motion was seconded. . . . 


SPEAKER CHARNOCK: I am afraid that the motion 
is out of order because Dr. Cass has asked specific- 
ally that the meeting start at 1:30 but with the ap- 
proval of Dr. Cass it will be made at 2:00 o’clock. 


. .. The session adjourned at 1:00 p.m... . 


SUNDAY MORNING SESSION 
December 2, 1951 


The Sunday morning session of the Interim Ses- 
sion of the California Medical Association of 1951 
was called to order at 9:45 a.m., Sunday, December 
2, 1951, by the Vice-Speaker, Dr. Henry A. Randel. 

VicE-SPEAKER RANDEL: Delegates, will you please 
be seated. 

Is the chairman of the Credentials Committee, Dr. 
Wells Cook, ready to report? 

Dr. Cook: Mr. Speaker, there is a quorum pres- 
ent and all members of the quorum have complied 
with the signing of the loyalty oath. 

VicE-SPEAKER RANDEL: A quorum, apparently, 
being present, the Chair considers the House duly 
constituted and ready to proceed with the business 
before it. This is a reconvening of the meeting ad- 
journed yesterday. The first order of business will 
be the roll call. Dr. Daniels! 

. . . The roll was called by the Secretary, Dr. 
Daniels. . . . 

. .. Speaker Charnock then assumed the Chair. .. . 

SPEAKER CHARNOCK: The next order of business 
is the Reports of the Reference Committees. We 
would like to ask for the report of the chairman of 
Reference Committee No. 1. 


REPORT OF REFERENCE COMMITTEE 
No. 1 


Dr. E. R. LamBertson: Mr. Speaker, Members 
of the House of Delegates: Our committee has stud- 
ied the report given on the work of the Council as 
presented by Sidney J. Shipman, chairman of the 
Council. We feel a great deal of time, diligence and 
work has been well reviewed. This committee feels 
that the excellence of the report speaks for itself and 
no further comment is necessary. We wish to present 
this report for acceptance as a whole. 

Mr. Speaker, I move the approval of this section 
of our report. 

SPEAKER CHARNOCK: Is there a second? 

... The motion was seconded. . . . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we receive this section of the report. Are 
you ready to vote on the motion? 

. . . The motion was put to a vote and it was 
unanimously carried. . . . 

_ Dr. LAMBERTSON: Section 2. 

Our committee considered the oral report pre- 

sented by Dwight L. Wilbur, Editor of CALIFORNIA 
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MEDICINE, who also appeared in person before the 
committee. 

The committee recommends the following resolu- 
tion: 

Be It Resolved, That the Editorial Board be re- 
quested to contact the Student A.M.A. groups in this 
state to determine their desires and interests in par- 
ticipating in a page in CaLIFoRNIA MEDICINE to be 
devoted to the affairs of medical students; and be it 
further 


Resolved, That should the Editorial Board find 
there is not sufficient interest to warrant the prep- 
aration and effort of such a page, these facts should 
be reported at the next meeting of the House of 
Delegates in April, 1952. 

Mr. Speaker, I move the adoption of this section 
of our report. 

SPEAKER CHARNOCK: Do I hear a second to that? 

. .. The motion was seconded. . . . 

SPEAKER CHARNOCK: Are you ready for the 
motion? 

. . . The motion was put to a vote and it was 
carried. ... 

SPEAKER CHARNOCK: It is carried. 


Dr. LAMBERTSON: Section 3. 

Our committee carefully reviewed the preliminary 
report of the C.M.A. Committee to Study California 
Physicians’ Service, as presented by Wilbur Bailey, 
chairman of that committee. 

Inasmuch as this report is preliminary and tenta- 
tive, our committee feels at this time action is un- 
necessary other than to commend the committee and 
its chairman for their diligence. 

Mr. Speaker, I move the adoption of this section 
of our report. 

. ++ The motion was seconded. . . . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we receive this section of the report. 

. . . The motion was put to a vote and it was 
unanimously carried. . . . 

Dr. LaMBERTSON: Mr. Speaker, I move the adop- 
tion of the report as a whole. 

. .. The motion was seconded. .. . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we receive the report of Reference Com- 
mittee No. 1 as a whole. 

. . . The motion was put to a vote and it was 
unanimously carried. . . . 

SPEAKER CHARNOCK: It is received. 

As you know, we are operating under the new 
Constitution and numerous difficulties have come 
up with the Reference Committees. I am going to 
ask legal counsel to tell you some of the problems 
that the Reference Committees are having at this 
time so that it may clearly bring you up to date on 
what our new Constitution is like. Mr. Hassard, will 
you discuss this problem? 

Mr. Hassarp: Mr. Speaker, Members of the 
House, and Delegates: The primary problem arising 
under the new By-Laws in the handling of Reference 
Committee work arises from two sections. They are 
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quite different in their context from the previous 

sections in the previous By-Laws dealing with the 
introduction of resolutions. There is a referral to 
Reference Committees and they report back their 
action to the House. 

So that the House will understand the mechanical 
procedure that must be followed now under the By- 
Laws, I will first read to you the two particular sec- 
tions involved and then comment on them briefly. 
The first one is Subsection (c) in Section 7 of Chap- 
ter V which deals with the House of Delegates and 
its functions. This section is as follows: 

“Resolutions and other new business may be in- 
troduced at either regular session but shall not be 
acted upon until the next regular session; provided, 
however, that any resolution designated as an emer- 
gency measure may be acted upon at the session in 
which it is introduced, but shall require a two-thirds 
affirmative vote for adoption.” 

I think I might state that the words “Session” and 
“Regular” used in that section that I have just 
quoted refer to the Annual Session which is to be 
held in the spring of each year and to the Interim 
Session that is to be held in the winter of each year 
—and at this time your Convention is in the first of 
said Interim Sessions. 

The next section that governs the procedure to be 
followed on resolutions is in Section 9 of the same 
chapter and that specifically spells out the duties of 
each of the Reference Committees. It is as follows: 

“Each Reference Committee shall prepare a writ- 
ten report dealing with and making recommendations 
on all matters submitted to it. In those instances in 
which resolutions or other matters remain before the 
Reference Committee between meetings of the House 
of Delegates, copies of such resolutions or other 
matters and the recommendations of the committee 
thereon shall be mailed or delivered by the Secre- 
tary to each elected delegate and alternate at least 
thirty days . . . prior to the meeting of the House of 
Delegates at which such resolutions or other matters 
and recommendations concerning them are to be 
considered. . . .” 

In reading this I eliminated some material in par- 
enthesis that permits recommendations of Refer- 
ence Committees and that copies of the resolutions 
are to be mailed no less than thirty days in advance 
if there is an interval between meetings of less than 
thirty days. 

In substance the two sections that I have read con- 
template this: That the ordinary business of the 
House will require two sessions to complete; that is, 
that an ordinary resolution may be introduced at 
either of the sessions held in each year; that it 
would then be considered by an appropriate Refer- 
ence Committee between that session and the next 
following, giving an interval of time for each Dele- 
gate to consider the resolution and to appear before 
the Reference Committee or make such presentation 
to the Reference Committee as he desires; also to 
permit each member of the Association to have an 
opportunity to know what is being considered by 
the House of Delegates before it is acted upon. Then 






February, 1952 


the Reference Committee would report back at the 
next session and the House would then vote. 

In order to prevent the House being unable to act 
fast, if fast action is essential, a qualifying clause 
that a resolution may be acted upon as an emer- 
gency is included. That clause does not spell out the 
technique or procedure to be followed by the House 
in acting upon an emergency measure. 

Therefore it will be necessary for the Speaker, if, 
as and when an emergency measure is presented, to 
interpret and construe the section. It will be neces- 
sary to do so by analogy because of the absence of 
detail. There is an analogy and that is the function- 
ing of our State Legislature. We have in our State 
Constitution a provision that the Legislature may 
act immediately upon any bill before it, if it is an 
emergency measure. To be an emergency, it has to 
have a two-thirds vote. 

The Legislature proceeds this way. The author of 
the bill includes a declaration of the emergency in 
his bill. The House then votes on that declaration. 
If it passes by a two-thirds vote, then the subject 
matter, the bill itself, is before the House and it is 
voted upon. I believe that that procedure is the most 
logical to be followed here; that if any matter is 
presented as an emergency, you must first vote on 
whether or not to designate it as an emergency. You 
do not vote to pass or defeat the resolution but you 
vote upon the question of whether it is or isn’t an 
emergency. If it receives a two-thirds vote, you then 
vote on the resolution which would also require a 
two-thirds vote. If you fail to declare it an emer- 
gency by a two-thirds vote, it is obvious that the 
resolution itself wouldn’t pass as it would not then 
be before the House and it would follow the ordi- 
nary course and come back to the House for action 
at the next session as a part of the Reference Com- 
mittee Report and the committee to which it is re- 
ferred. 

If there are any questions I will be glad to try to 
answer them. I have just endeavored to cover the 
procedure the best I can. 

SPEAKER CHARNOCK: That problem has caused 
considerable difficulty in the Reference Committee 
and if any of you are not clear about it, I should 
like to have you ask Mr. Hassard questions now so 
that we can get it cleared up. With that in mind, if 
there are no further questions about this procedure, 
we will call for the Report of Reference Committee 
No. 2. The measure that was sent to Reference Com- 
mittee No. 2 was the proposition of providing money 
for the Study Committee. When it was introduced it 
was designated as an emergency by the proposer. 
With the procedure that is carried on in our Legis- 
lature I will now ask for a motion to make the Re- 
port of Reference Committee No. 2 an emergency 
measure. 

Dr. Baier: I so move. 

. .. The motion was seconded. . . . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we make the report of the Reference 
Committee No. 2 an emergency measure. This will 
require a two-thirds vote. 
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Dr. BarLey: I so move. 

. .. The motion was seconded. .. . 

A Mempser: Does this mean that the whole report 
of the committee be considered an emergency meas- 
ure or only that resolution that the committee is to 
present as an emergency ? 


SPEAKER CHARNOCK: It so happens at this time 
that there is just one measure. It only has this one 
measure to deal with. We will vote then whether or 
not to consider the report of Reference Committee 
No. 2 as an emergency. 

. .. A vote was taken on the motion, and it was 
carried. .. . 

SPEAKER CHARNOCK: It is carried and it is con- 
sidered as an emergency. We will now have the 
report of Reference Committee No. 2, Dr. J. Nor- 
man O’Neill of Los Angeles. 


REPORT OF REFERENCE COMMITTEE 
No. 2 


Dr. J. Norman O’NerLL: Mr. Chairman and 
Members of the House of Delegates: Happy days are 
here again. I plagiarized that from one of my friends. 
I love that word “emergency.” That came on in 
1932 I think and we. have been using it ever since 
so I am all for it. I am also for this resolution. I also 
believe that we are living in an age not only of 
emergency but we are also living in an age of 
large appropriations and investigations and I am 
all for that too. 

I don’t believe that the funds of the California 
Medical Association can really be considered as 
money any more than the funds of the Federal Gov- 
ernment. It is just so much cash that is there that 
doesn’t belong to you. It doesn’t belong to me. We 
might jusi as well throw it around and do a little 
investigating with it. 

I know of no way that I could make my name 
more of a household word in every medical home in 
California, like Senator Kefauver, than to announce 
an investigation. While they were shooting each 
other on the steps of the court house in Polk County, 
which is Senator Kefauver’s bailiwick, he was out 
here investigating the bookies in Los Angeles. So I 
don’t see anything wrong with investigations. I think 
that we should make them more popular. You can 
get your name before the public. On the radio about 
a month ago it was announced that Bing Crosby had 
just had an operation, and Bob Hope was interview- 
ing him. He said, “Bing, tell us about your opera- 
tion. Did you have a surgeon, or did Senator Kefau- 
ver look into you?” ; 

You know, after I attended that lovely Poinsettia 
Ball last night and got sufficiently relaxed and sat 
down in a smoke-filled corner, I said to myself, “I 
wish I were a young man again and I wish that I 
had plenty of money. I would rise to the presidency 
of the A.M.A. in about three years and I would do 
it not only by starting here at home in investigat- 
ing California Physicians’ Service but I would in- 
vestigate every single voluntary health insurance 
plan in America. I would have 90 per cent of the 
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doctors behind me.” I think it would be a good 
healthy thing to do. 

I think that we should do something with these 
voluntary health insurance plans. | think they all 
need improvement. I believe that possibly at the end 
of my objective I would have socialized medicine in 
America but I could attain my objective. 

I was in Denver at six o’clock yesterday morning 
but since I have been here I have heard some ru- 
mors. | suppose my short term on the Board of 
Trustees of the California Physicians’ Service has 
made me more susceptible; at least I hear more 
rumors that I used to hear. Among those rumors 
was, one, that Ransom Cook was retiring from the 
California Physicians’ Service because he was so 
disgusted with the way things were happening there 
and that the Board of Trustees and everybody else 
was wrong. Well now, for a small stipend—and I 
don’t like to sound mercenary—but an additional 
appropriation of $5,000 I will investigate that rumor 
and bring you in a report before four o’clock this 
afternoon. 

I also hear that Mr. Hamman, who draws a salary 
of $1,000 per month from California Physicians’ 
Service, would be afraid to bring in an unbiased 
report because his livelihood is dependent upon his 
income from California Physicians’ Service. Of 
course, no one would want to bite the hand that is 
feeding him. Well, I don’t suppose that Mr. Ham- 
man would be afraid to step up here and tell you 
another rumor that I have heard. I have heard from 
some very excellent authority, but it does bear in- 
vestigation and probably we could have this investi- 
gated too, that Mr. Hamman is not a $1,000-a-month 
man. Mr. Hamman, after making three million dol- 
lars, or four million dollars in the advertising busi- 
ness, saw fit to retire and sell out about 1929. Since 
then it has been his hobby to go in on a purely im- 
partial basis and take over some defunct business 
and see what is wrong with it, to see whether it 
should be closed up or whether the head of the or- 
ganization should be fired and somebody more com- 
petent gotten in there to take over, or just what to 
do. Then he moves on to the next place. Well, to me 
that throws a little bit different light on whether a 
man is entirely dependent upon C.P.S. for a liveli- 
hood or not. 

These are just interesting comments that I thought 
you would like to have. I might say, too, that I was 
in an unusual position here when Dr. Charnock 
called me and asked me to be the chairman of this 
committee. Of course Don, with his usual smooth 
sales talk, said, “It is just one of those committees 
where there isn’t anything to do and you go ahead 
and take care of it.” So then I accepted it on that 
basis and I am very happy to have done so. 

If I were to talk to you as a member of the House 
of Delegates, I would have one viewpoint. As a mem- 
ber of the Board of Trustees of the California Physi- 
cians’ Service, I would naturally be entitled to an- 
other viewpoint, and I certainly wouldn’t be any- 
thing other than wholeheartedly in favor of an 
investigation because you would all be more vocal 
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and eloquent in your desires to have California 
Physicians’ Service investigated and feel there was 
something wrong if my feelings were anything other 
than that. 

Reference Committee No. 2 consisting of Carl 
Howson, Hollis L. Carey, and J. Norman O'Neill, 
chairman, submits the following report on the reso- 
lution that, was introduced by Dr. Wilbur Bailey of 
Los Angeles. This resolution reads as follows: 


Resolved, That the Committee of the California 
Medical Association to study California Physicians’ 
Service shall on an emergency basis, if necessary, 
be granted not to exceed $40,000 as requested in its 
report to enable the employment of expert business 
consultants to aid in the study of California Physi- 
cians’ Service and its competitors. 

The committee recommends the amendment of 
this resolution to read as follows: 


“Resolved, That the Council be, and is hereby 
authorized to appropriate on an emergency basis 
funds for the use of the Committee of the California 
Physicians’ Service in a total amount not to exceed 
$40,000 as requested in its report for the employ- 
ment of expert business consultants to aid in its 
study of California Physicians’ Service and its com- 
petitors.” 

Mr. Speaker, I move the adoption of this report. 


SPEAKER CHARNOCK: Do I hear a second? 

. .. The motion was seconded. .. . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we adopt the report of Reference Com- 
mittee No. 2 and it is now open for discussion. 

Dr. Leon O. PaRKER (San Francisco): We are a 
little confused. We are a little confused by some of 
the terminology that has been used by the commit- 
tee and some of the terminology used at the session 
yesterday and also by the terminology that Dr. 
Bailey used himself. The Speaker, I believe, spoke 
of the portion of this committee’s report that had to 
do with an appropriation to study or investigate 
California Physicians’ Service. The last speaker 
mentioned the same appropriation and discussed 
the question of investigation of California Physi- 
cians’ Service. I can’t quote Wilbur’s [Bailey] reso- 
lution of yesterday exactly but I believe that it had 
to do with investigating California Physicians’ Serv- 
ice and other forms of health plans and voluntary 
health insurance. May I ask that Dr. Bailey’s reso- 
lution dealing with such things be read? 


SPEAKER CHARNOCK: You have the original re- 
port there and you read it, will you, Dr. O’Neill? 

Dr. O'NEILL: The Committee to Study California 
Physicians’ Service was appointed as a result of the 
following resolution of California Medical Asso- 
ciation: 

“Resolved, that the Council of the C.M.A. be urg- 
ently requested to appoint a representative com- 
mittee to ascertain the expectations of the medical 
profession of California in regard to C.P.S. The 
function of this committee shall be to make a careful 
study of C.P.S. as related to the operations of pri- 
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vate insurance companies and other prepaid medical 
care groups, and to determine the future role and 
purpose of California Physicians’ Service in the 
whole field of voluntary prepaid medicine.” 

Dr. ParKER: I am perhaps in error in the text of 
the original resolution. I would therefore choose to 
say that in hearing some of the work of this com- 
mittee or some on it that it was my impression that 
they were expected to study other insurances in such 
a way that they could further advise or we would 
further see California Physicians’ Service in its re- 
lationship to its competitors. Therefore I would say 
that if we are going to appropriate this money that 
we should invite a study and such an investigation. 

California Physicians’ Service is investigating it- 
self by the very capable parties that we heard speak 
yesterday. That is important. It seems to me, and it 
has been discussed in many quarters, that in spend- 
ing this money we should make sufficient study to 
evaluate all of California Physicians’ Service’s com- 
petitors on the street. That means that all other 
forms of voluntary health insurance or plans must 
be considered and studied. 


SPEAKER CHARNOCK: I think that was the intent 
and scope of the committee and I am sure, in talking 
with Dr. Bailey and with other members of the com- 
mittee, that is what they had in mind. 

Do we have any more discussion upon the report 
of Reference Committee No. 2 which is to enable the 
Council to spend a lot of money? 

Dr. Bailey, do you wish to speak on this? 

Dr. Baiey: I think probably we should raise a 
few of the questions that came up in the Reference 
Committee and tell what we have in mind a little 
bit more so that when you people go home you will 
remember them and have a better idea of what is 
going on. After all, as the song goes, “So I took 
the $50,000,” and the people will want to know 
where that money has gone. 

We have had a bid from several different com- 
panies. This is no unusual thing, to investigate a 
business of any sort. A good many businesses go 
on and somehow don’t make money so you have 
someone come in who knows much more about cor- 
porate finance and how a business should be oper- 
ated than we do and put it on a paying basis or put 
it on a paying basis where there is a sales increase. 
{In our case it is not so much sales to the people but 
it is sales to the doctors. That has been our biggest 
problem. We are extremely anxious to have them 
feel that we are on an objective basis. We don’t 
want them to feel that whatever I say is considered 
as just another doctor talking but someone who has 
made a complete study. We don’t promise any cure. 
We may not have an answer, but it will help a great 
deal. We don’t like to spend the money but we don’t 
think unless we do that we are really doing a good 
job. 

If you were to psychoanalyze the members of the 
committee, I think you would find there is a sort of 
hope underneath all of this that you won’t make the 
appropriation so that will give you a good many 
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spring week-ends to spend somewhere else besides the 
conference room. As a matter of fact, the committee 
was not completed until the last several months, 
simply because it was hard enough to find enough 
suckers to take the job. We feel this, that California 
Physicians’ Service has made a weedlike growth and 
anybody that has had any experience in seeing 
things rise at such a rapid rate will realize this. 

I think most of you during your army days saw 
how much was accomplished and how much waste 
there was that went along with it. Well, perhaps 
C.P.S. is doing the same thing and we should retain 
Mr. Hamman. Perhaps there are some practices that 
they have that could be looked into by way of cut- 
ting down costs of operation. Perhaps we will find 
there is some practice that we ought to have that 
will raise the cost of operation. 

We don’t know without looking into it. For exam- 
ple, I have talked to people that are interested in 
this sort of thing and that was while I was in Phila- 
delphia, New York, Boston and Chicago, as well as 
representatives from a good many other places. One 
of the opinions I got was that we have an extra- 
ordinary system for price fixing. A bill comes in and 
it is looked over by a nurse. She has about two hun- 
dred cases a day. She decides what the price should 
be and that is coming out at the rate of one about 
every five minutes. Well, you might think, after you 
had been in a job for a while, that you would know 
what was the standard price for a tonsillectomy or 
an appendectomy and that you would be able to do 
that in less than five minutes. Exactly twenty per 
cent of the cases were turned over to a supervising 
nurse for pricing and then, especially if they were 
wrong, they went over to an auditor to make sure 
they were right and then beyond that, of course, if 
they are difficult cases, they come to the attention 
of the Medical Director. That is not a plan that is 
followed everywhere and it is mostly done in two 
steps. Maybe it saves money and maybe it is a very 
necessary thing—I don’t know; I can’t tell you, but 
I would say that looking inside C.P.S. we would also 
want to look inside a few other plans to make sure 
how they are working. That is the reason we spoke 
of competition. 

Another reason for looking at competition is to 
try to get our men, our doctors in California accus- 
tomed to the idea that if they don’t have C.P.S. they 
are going to have something else and let us take a 
look at that something else. There is no argument 
against the fact that if you don’t have what you 
have, competition will have something else. 

The managers of C.P.S. are by no means stupid. 
They know in many instances that the doctors don’t 
care for it. They have right now 32 physician rela- 
tionship employees who made some 1,200 calls in the 
last nine months. You ‘heard Dr. Cass say that yes- 
terday. They are doing all they can. Whether they 
can do as much as somebody from the outside, I am 
not sure but if you want to talk about prices let’s 
say that each of those 32 employees gets $10,000 a 
year. That makes $320,000 spent and that amount 
would make $30,000 to $40,000 look pretty small. 
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They don’t get $10,000 but even if you cut that in 
half or thirds or quarters, it still gives you a good 
idea of what they are doing and what they propose 
to do. 


How do we propose to do it? We are going to get 
someone who is a specialist very like Mr. Hamman 
and we are going to get all we can out of Mr. Ham- 
man’s brain. The part of the committee that lives in 
the north, and they don’t know it, are going to be 
called upon to call on Mr. Ransom Cook, who I 
think made one of the best talks that this House ever 
had here yesterday, and we are going to ask him 
for any suggestion he may have. He had several 
very good ones. Then we are going to go beyond 
that and get four or five experts in various direc- 
tions working under this business consultant. Mr. 
Preston we thought of and if we don’t get Mr. Pres- 
ton we are going to put all of these people, including 
two or three clerks, right on the C.M.A. payroll and 
keep them there just as long as we need to. If we 
don’t need to get up to the $40,000, we certainly 
won’t but we want to have enough money so that we 
can be sure about it. 


We have quite a job here and we hope that we 
can get it all out by April. To do that, you have to 
spend money. We hope in the meantime that there 
won't be any drastic changes in policy by the C.P.S. 
It would seem to be a breach of faith if there were 
changes made in the contract while we are working 
on suggestions as to what might be done. 


One of the things we are thinking about, in select- 
ing someone to help us, is someone that won’t come 
back next year. If you have someone that wants to 
come back they will be inclined to soft-pedal. I think 
that if they saw fit they ought to fire the President 
and all the Trustees, including the General Manager, 
if they want to and so for that reason we want to 
have someone who will come just once and that is all. 


I don’t know how we can get an impartial objec- 
tive study by the members of the Association from 
doctors who don’t even open their mail but if you 
sent out a notice of an anonymous election, you will 
find out that they read their mail all right. 


We propose to bring out in our final report some- 
thing that will be written like the Reader’s Digest, 
you know, condense the Ten Commandments down 
to the best seven. Then we plant to print it in heavy 
print so that anybody can read it and so that it can 
be read in about the time it takes to read the evening 
newspaper. Along that line we intend to have a little 
explanatory paragraph at the beginning that it will 
take about as long to read the next report as it does 
the Saturday Evening Post. Then we are going to 
have a third set of figures and this will be the set 
of figures for anyone to read who is really interested 
in reading it. 

Then after we get all of that done, in order to 
make sure they will read it, we think the best plan 
would be to take it before the various women’s aux- 
iliaries and when the doctors hear that their wives 
know more about it than they do, they will read the 
report. 
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SPEAKER CHARNOCK: Thank you, Dr. Bailey. 


Dr. E. Vincent AsKEy (Los Angeles): Mr. 
Speaker, Ladies and Gentlemen of the House: The 
problem before us assumes a little bit of a complex 
character. Actually, this thing is rather simple, gen- 
tlemen. The last House of our Delegates passed a 
resolution asking that an investigation be made. 
This committee has not had time to examine yet and 
report to you. We have merely heard a preliminary 
report. The whole question then before you now is 
as to whether you wish what you already voted on, 
that it be done; whether you want it implemented 
or not. The committee chairman, Dr. Bailey, says 
that his committee cannot do a job without imple- 
mentation by funds. The Resolutions Committee has 
recommended that that be given. I think we will save 
the time of this body if we request having this in- 
vestigation made. If you don’t, we don’t need to 
talk any further. You can revoke your original 
resolution. If you don’t do that, then I think we 
should give this money for that purpose and have it 
carried out and any argument that we might make 
here today won’t have much to do with it because 
none of us knows much about it. We want to find 
out about C.P.S. I think that without too much dis- 
cussion, if we will only remember these two things 
that we have to consider; do you wish to have it 
done and, if you do, will you give the money. I don’t 
think we will get it unless we keep to the subject on 
which we are discussing, Mr. Speaker. (Applause. ) 

SPEAKER CHARNOCK: Does anyone else wish to 
discuss this report? 

Dr. RALPH TEALL (Sacramento) : It seems to me 
we have jumped clear off the track. I strongly fa- 
vored this resolution at the spring session in what I 
understood then to be the purpose and the price. I 
was very much surprised at the tenor of the meeting 
here yesterday and the remarks made by Dr. Ship- 
man and Dr. MacLean. There has been a great deal 
of locker room discussion. It seems to me that in 
effect they were saying, “For God’s sake, boys, don’t 
kill C.P.S.” It seems to me they were scared to do 
that but somehow or other that is what was pro- 
posed. It doesn’t seem to me it was proposed at all. 
It seems that Dr. O’Neill has adopted somewhat the 
same attitude. It seems to me that even in the last 
few minutes Dr. Bailey has adopted the same atti- 
tude. Yesterday I was much impressed by the pre- 
liminary remarks made by Dr. Bailey and then he 
came down to what is expected of C.P.S. and of the 
doctors of California which will determine the fu- 
ture role and purpose, the purpose of health insur- 
ance in California. 

This investigation has nothing to do with this. 
These points weren’t touched on in any discussion 
yesterday. An investigation of the business policies 
of C.P.S. was not in the original resolution as I 
see it. 

It seems to me that we are so far off the track that 
we better get back and see where we started from. 
We started to find out what is expected of the Cali- 
fornia medical profession for C.P.S. to perform in 
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the total field of health insurance. That is an entirely 
different thing from these deep inner workings of 
the business of C.P.S. and that is the sort of thing 
that Mr. Hamman has been employed to do. I see 
no reason to duplicate that. 

I therefore would strongly urge that the commit- 
tee that Dr. Bailey has headed would take another 
look at what they are supposed to be doing. In the 
resolution at hand all we are proposing to do is to 
say to the Council, “Go and spend the $40,000 if 
in your judgment it seems to be worth spending.” 
As a matter of fact, we have not anything to do with 
whether they spend it or not. The Council appro- 
priates the money and we can pass the resolution 
without saying in effect that Dr. Bailey must con- 
duct this sort of punitive or punishment type of in- 
vestigation that seems to be coming out this morn- 
ing. We must know where C.P.S. stands in relation 
to voluntary commercial health insurance. We must 
know what the doctors want to do in relation to 
voluntary insurance of private commercial carriers. 
Do we want carriers such as Mr. Cook talked to us 
about yesterday? What is the role that C.P.S. should 
take in the whole general field? 

I don’t see why $40,000 should be spent by these 
business consultants to find out these things and yet 
that is exactly the tenor and the import of the orig- 
inal resolution. In order to clear the matter, I believe 
we should go right ahead and continue the commit- 
tee. They could spend some money, we could give 
the committee some money but I certainly would 
feel that the Council should better look at what the 
money is being spent for. (Applause. ) 

SPEAKER CHARNOCK: Thank you, Dr. Teall. 

Dr. Doughty! 

Dr. J. Frank Doucuty (San Joaquin County) : 
I am greatly impressed with the susceptibility of 
doctors to solve their problems by another survey. 
I wonder, if after this survey, if it is authorized, is 
completed, if we shouldn’t then follow it by suc- 
cessive surveys of the medical profession so that we 
might then carry on and air our desires for future 
surveys. It seems to me that the Council of the Cali- 
fornia Medical Association, the Trustees of the Cali- 
fornia Physicians’ Service and this House them- 
selves have resided within them the power to do all 
of the things that we are actually authorized to do 
by the resolution. An independent survey of the 
California Physicians’ Service has been made pre- 
viously, a number of different times, by business 
consultants who probably have had more experience 
in that particular field than any other business 
consultants that could possibly be employed. 

I certainly feel that the committee headed by Dr. 
Bailey, who is a very competent, enthusiastic, intel- 
ligent and aggressive doctor, would be a very fine 
thing but would it be any better than the committees 
and the Council and the Trustees and the House of 
Delegates that you now have? Would you be any 
more satisfied with their report after it came in? In 
other words, the matter is this: Why not trust the 
men to whom you have given the responsibility for 
the judgment of these actions to carry on? If you 
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don’t like them, fire them; but why appoint another 
committee to come in-who is no more competent in 
the field to assume this job which you yourselves 
should be assuming? I am opposed to doctors being 
suckers for surveys. (Applause. ) 

SPEAKER CHARNOCK: Is there any more discus- 
sion? , 

. .. The question was called for. . . . 

SPEAKER CHARNOCK: The question has been 
called for. You are voting on the report of Reference 
Committee No. 2. This will require a two-thirds vote 
of the House. Those who are in favor of supporting 
the report of Reference Committee No, 2 will please 
signify by saying “aye” and to the contrary, “no.” 

... A vote was taken on the motion... . 

SPEAKER CHARNOCK: The Chair is in doubt and 
we will ask those who were in favor of supporting 
Reference Committee No. 2 to please stand. 

. .. A standing vote was taken on the motion by 
those in favor. ... 

SPEAKER CHARNOCK: Now those who are opposed 
to the report of Reference Committee No. 2 will 
please stand. 

... Those opposed stood. . . . 

SPEAKER CHARNOCK: It is 25 to 119 and the re- 
port of Reference Committee No. 2 has been ac- 
cepted by over a two-thirds vote. 

The next order of business is the report of Refer- 
ence Committee No. 3. At this time I will ask Dr. 
Craig to make some preliminary remarks on the 
matter as well as give his report. 


REPORT OF REFERENCE COMMITTEE 
No. 3 


Dr. LYLE Craic: Mr. Speaker, Members of the 
House of Delegates: I think the preliminary remarks 
have been largely covered by Mr. Hassard and we 
have very little to say on the same subject. 

The committee consisted, in addition to myself, 
of Dr. Halley of Fresno and Dr. Zumwalt of San 
Francisco. I want to thank them both for their co- 
operation. 

Ten documents were submitted to this committee, 
one constitutional amendment, two amendments to 
the By-Laws and seven resolutions. 


Resolution No. 3* 


The amendment to the Constitution was intro- 
duced at the instance of the Council by Dr. Ship- 
man and consisted entirely in the addition of the 
Vice-Speaker to membership in the Council. The 
new Constitution did not include the Vice-Speaker 
and this amendment merely added the word “Vice- 
Speaker” to the clause enumerating membership in 
the Council. This is a constitutional amendment and 
it must be on the table for one year. It does not re- 
quire any action by the Reference Committee. It is 
therefore returned to the House of Delegates to lie 
on the table as provided in the Constitution. 


* Note: In the committee’s report the resolutions were 
not considered in the order in which they were introduced. 
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Resolution No. 4 


The first amendment to the By-Laws, as intro- 
duced by Dr. Shipman for the Council, provides for 
the apportionment of the membership of the House 
of Delegates. This proposal is found to be super- 
fluous because the By-Laws as printed in the Sep- 
tember issue of CALIFORNIA MEDICINE contain a 
misprint or are incorrect and the wordage is correct 
as shown in the minutes of the May meeting. I read 
from the August issue of CALIFORNIA MEDICINE 
which contains the minutes of the meeting in which 
the clause mentioned reads that, “Commencing with 
the 1952 regular session of the House of Delegates, 
each component Society shall be entitled to one Dele- 
gate for each 50 active members, or major fraction 
thereof, according to its membership as of the first 
day of November of the preceding year, provided, 
however, that each component Society shall be en- 
titled to a minimum of two delegates.” How that 
phrase “one additional delegate” got into the By- 
Laws as printed in CALIFoRNIA MEpicINE, I do not 
know; but the original By-Laws as passed are word 
for word, period and comma, and the exact wording, 
as Dr. Shipman has in his resolution. The committee 
therefore feels that the amendment is superfluous 
and does not require action by the House. 

I move the adoption of this section of the Report. 

... The motion was seconded. .. . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we adopt this section of the report and 
those in favor will signify by saying “aye” and 
those to the contrary “no.” 


. .. A vote was taken on the motion and it was 
unanimously carried. . . . 


Resolution No. 2 


Dr. Craic: The proposed amendment to the By- 
Laws, as introduced by Dr. Loos, reads as follows: 

“IT move that the By-Laws of the California Med- 
ical Association be amended as follows: 

“That Subparagraph (a), of Section 7 of Chapter 
V of the By-Laws of the California Medical Associa- 
tion be and is amended by substituting a semi-colon 
for the period now present at the end of the single 
paragraph and adding thereafter the words ‘. . .; 
provided, however, that the Interim Session shall 
not be held, in any year, unless the Council shall, 
in its discretion and by the majority vote of its 
members, determine and declare the need therefor.’ 

“Thus, Subparagraph (a) of Section 7 of Chapter 
V as amended shall read as follows: 

“(a) In each year there shall be two Regular Ses- 
sions of the House of Delegates; the time and place 
of such sessions to be determined by the Council as 
far as possible in advance and notice thereof pub- 
lished in the Journal of the Association. One of these 
sessions shall be held in the first six months of each 
calendar year and is designated the Annual Session; 
the other shall be held in the last six months of each 
calendar year and is designated the Interim Session; 
provided, however, that the Interim Session shall 
not be held, in any year, unless the Council shall, in 
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its discretion and by the majority vote of its mem- 
bers, determine and declare the need therefor.” 


The purpose of this resolution is to make the 
Interim Session optional at the discretion of the 
Council, rather than mandatory as in the By-Laws. 
Let us call your attention to the fact that this reso- 
lution does not delete Subparagraph (c) of the same 
section of the same chapter which provides that: 
“Resolutions and other new business may be intro- 
duced at either Regular Session, but shall not be 
acted upon until the next Regular Session, provided, 
however, that any resolution designated as an emer- 
gency measure may be acted upon at the session in 
which it is introduced but shall require a two-thirds 
affirmative vote for adoption.” 


Mr. Hassard spoke to you about the method of 
proceeding and what measures were emergency 
measures, and that, of course, has been a little trou- 
ble to the committee. 


If, by chance, the Interim Session in any year 
were omitted, this would mean that resolutions in- 
troduced at the Annual Session must lie over a full 
year before any vote could be taken upon them 
because there would be no Interim Session. The 
committee does not believe that this long delay 
would be either advisable or the will of the House. 
Inasmuch as this is the first Interim Session and the 
routine has been very incompletely worked out, and 
inasmuch as any action which permitted the elim- 
ination of the Interim Session could not be effective 
prior to one year from now, the committee feels 
that the House will be better able to judge at the 
next Regular Session in April as to their desires in 
this regard. 

Mr. Speaker, the committee recommends that this 
amendment do not pass. The committee will intro- 
duce a similar resolution at the next Annual Meet- 
ing incorporating the necessary deletions to make it 
effective and the House will be permitted at that time 
to vote on the resolution. 

At the same time we will introduce a resolution to 
clarify Section (c) so that if the House wishes to 
continue the Interim Session it will be clear as to 
the proper procedure for declaring an emergency 
measure. 

Mr. Speaker, the committee recommends that this 
amendment in the By-Laws do not pass. I move the 
adoption of this section of the report. 

. .. The motion was seconded. .. . 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that we adopt this section of the Report 
which, as you understand, nullifies this amendment 
for this time. 

. .. A vote was taken on the motion and it was 
unanimously carried... . 

SPEAKER CHARNOCK: The section is accepted. 


Dr. Craic: There were seven other resolutions 
introduced, none of which was designated at the 
time of introduction as an emergency. We call the 
attention of the House that under the new By-Laws 
all such resolutions will require holding over until 
the next Regular Session of the Association in April. 
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Since we have not been able to obtain mimeographed 
copies of the resolutions in time for this session, 
such copies will be mailed to the delegates within 
the next two weeks for your study in the intervening 
period. Meetings of the committee have been held 
yesterday and today but the committee welcomes the 
comments and opinions of any members of the 
House of Delegates by mail, inasmuch as the By- 
Laws provide that a written report of the committee 
must be submitted to the delegates at least thirty 
days prior to the next session. Since this is true we 
must insist that such comments be submitted to 
members of the committee before the first of Febru- 
ary in order that we may consider and act upon 
them and get our recommendations to you thirty 
days before the meeting. 

We thought it would be well, since the resolutions 
have been read in the House, that we do not read 
them but just call attention now to the subject mat- 
ter involved. 


Resolution No. 1 


The first was a resolution recommending the 
chartering of a new County Society for Madera 
County which is now a part of the Fresno County 
Society. 


Resolution No. 5 


The next resolution was introduced by Dr. Lam- 
bertson of Los Angeles. It was requested that this 
resolution be made an emergency measure so we had 
better read the whole resolution: 

“WHEREAS, The original purpose of the Califor- 
nia Physicians’ Service was to explore, test and 
otherwise act as a pilot plan in prepaid health pro- 
grams for low income groups and/or individuals; 
and 

“WHEREAS, In reality California Physicians’ Serv- 
ice has become a prepaid health plan for many 
who have high incomes to the financial detriment of 
the medical profession; and 

““WHEREAS, The management of the California 
Physicians’ Service is in fact no longer representa- 
tive of the viewpoint of the medical profession at 
large; therefore be it 

“Resolved, That this House of Delegates recom- 
mend to the Administrative Members of the Cali- 
fornia Physicians’ Service that such members ap- 
prove a change in the By-Laws of California Physi- 
cians’ Service which will provide that resolutions 
passed by the Administrative Members of the Cali- 
fornia Physicians’ Service shall be mandatory upon 
the Board of Trustees and officers of California 
Physicians’ Service, and that such resolutions shall 
be placed into operation and administered as recom- 
mended by the Administrative Members.” 

At the request of the author, the committee moves 
that this resolution be made an emergency measure 
for action at this session of the House of Delegates. 

SPEAKER CHARNOCK: Do I hear a second? 

. .. The motion was seconded. . . . 
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SPEAKER CHARNOCK: It has been moved and sec- 
onded that this resolution be made an emergency 
measure. It will require a two-thirds vote. 

... A vote was taken on the motion... . 


SPEAKER CHARNOCK: The Chair rules that it is 
lost and it is not an emergency measure. 


Dr. Craic: The House understands then that 
Resolution No. 5, which has just been denoted not 
an emergency measure, will be placed on the reg- 
ular agenda for the next meeting. 


Resolution No. 6 


The next resolution is to classify approval of the 
different forms of sickness or health insurance. This 
resolution was introduced hy Dr. Gibbons of San 
Francisco. This would authorize or instruct the 
Council to appoint a committee or board of their 
own members with proper clerical assistants to 
grade and pass upon classifying the different volun- 
tary health insurance plans operating in California. 
A similar resolution was defeated at the last session 
but this one has been changed in some respects. 


Resolution No. 7 


The next resolution is a resolution on volun- 
tary indemnifying medical expense insurance. It 
merely provides that the Council shall consult with 
and advise the insurance carriers as to the proper 
procedure and the proper provisions of their poli- 
cies to make them acceptable to the California Med- 
ical Association, emphasizing the value of the free 
choice of physicians. 


Resolution No. 8 


The next resolution was introduced by Dr. Camp- 
bell of San Francisco and it has to do with the 
appointing of a committee for the study and devel- 
opment of a positive program dealing with the prob- 
lem of the aging. Up until now the committee has 
taken no action except that inasmuch as this resolu- 
tion was presented as a simple resolution and not an 
amendment to the By-Laws, so we have deleted the 
word “standing” and inserted the word “special.” 
In order that we may have a special committee to 
appoint a new standing committee we require an 
amendment to the By-Laws so that, as submitted, it 
will provide for the establishment of a special com- 
mittee to study the problem of the aged. 


Resolution No, 9 


The next resolution, introduced by Dr. Magoon 
of Santa Clara County, has to do with a provision 
asking that the Legislative Committee provide for 
state legislation eliminating tax preference -positions 
of hospitals which do not comply with the will of the 
House regarding the administration management of 
their hospital staffs. The last clause possibly should 
be read: 

“Resolved, That the Legislative Committee of the 
California Medical Association be directed to press 
for the enactment of legislation which shall require 
that, for privately owned hospitals to be eligible for 
tax exemption as non-profit institutions, their facili- 
ties shall be open on an equal basis to every doctor 
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of medicine, licensed as a physician and surgeon by 
the Board of Medical Examiners of the State of Cali- 
fornia, subject only to such reasonable rules and 
regulations for practice within the hospital as the 
organized medical staff of the hospital shall adopt, 
such rules and regulations to be equally and fully 
applicable to all members of the medical staff with- 
out limitation, without regard to race or color, and 
without classification affecting hospital privileges.” 


Resolution No, 10 


The next resolution, introduced by Dr. Carson of 
San Francisco, has to do with the difficulties encoun- 
tered by doctors in determining exactly what the 
coverages of the Blue Cross hospital coverage are 
which apparently eliminate or refuse to be responsi- 
ble for procedures done on sick patients in the hos- 
pitals on the basis that they are purely diagnostic 
procedures and which may be very essential to the 
treatment of sick people, and he wishes to have the 
Council ask the Blue Cross to clarify their ruling 
and regulation on that matter. 

That is the last resolution and inasmuch as none 
of these are emergency measures the recommenda- 
tion of the committee will be made in their report 
which will be mailed to the delegates before the next 
session. 


Mr. Speaker, I move the adoption of this section 
of the report. 

SPEAKER CHARNOCK: Do I hear a second? 

Dr. BELCHER: Can I have the floor before it is 
voted upon? The committee, on presenting this re- 
port and group of resolutions, stated that none of 
them were emergencies. The first resolution was 
about a charter for Madera County Medical Society. 
Now, admittedly, that is not an emergency measure 
but it would seem to me that it would be a nice 
gesture if this House did take cognizance of what 
these boys are trying to do down there and rather 
than delay another six months in the granting of this 
charter, if it is in order, I would like to see that it is 
made an emergency measure and voted on today. It 
isn’t a true emergency but these boys want to have 
their own charter. They are all organized and they 
are all enthusiastic. It would seem to me a nice ges- 
ture on tie part of this House to give them their 
charter. 

SPEAKER CHARNOCK: Dr. Belcher, would you 
make that in the form of an amendment to the re- 
port of Reference Committee No. 3? 

Dr. BELCHER: I so move, Mr. Speaker, that the 
report of Reference Committee No. 3 be amended to 
consider the resolution granting a charter to the 
Madera County Medical Society as an emergency 
measure at this time and voted upon. 

Dr. Craic: I second the motion. 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we vote on the amendment, making the 
resolution regarding the Madera County Medical 
Society an emergency measure. That will require a 
two-thirds vote. All of those in favor will signify by 
saying “aye,” and “no” on the contrary. 
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. . . The motion was put to a vote and it was 
carried. . . . 

SPEAKER CHARNOCK: It is carried and we will 
now vote on the report as a whole. 

A MemBer: Shouldn’t we now vote on the reso- 
lution regarding the Madera County charter? [| 
would like to ask what is the recommendation of Dr. 
Craig and his committee on this particular measure. 

Dr. Craic: The committee considered this one 
and we are prepared to report on it. We considered 
whether it should be taken up as an emergency 
measure but it didn’t seem to us to be a real emer- 
gency in the sense that we thought it should be voted 
upon; however, the committee favors formation of 
this chapter, granting of a charter to the Madera 
County Medical Society, and recommends that the 
resolution do pass. 

SPEAKER CHARNOCK: We will now vote on the 
acceptance of the report of Reference Committee 
No. 3 and those in favor will signify by saying “aye” 
and to the contrary “no.” 

. .. A vote was taken on the motion and it was 
carried. ... 

SPEAKER CHARNOCK: Reference Committee No. 3 
is accepted. 

Reference Committee No. 4 had no business to 
come before it. 

Dr. Craic: Does that mean that the resolution is 
passed ? 

SPEAKER CHARNOCK: That would be my ruling. 

A Memeer: A point of information. Does the 
action of the House here insure the granting of the 
charter to Madera County? 

SPEAKER CHARNOCK: That would be my ruling, 
that the House has decided that Madera County 
should have its own charter. Is there any appeal 
from that decision? 

A Memser: As I understand it, it is necessary 
for the House, as it has now voted on whether we 
will consider this as an emergency, and which was 
carried by a two-thirds vote, to vote whether we will 
adopt this resolution or not. 

SPEAKER CHARNOCK: That was done in the 
amendment, passing by a two-thirds vote. If it was 
not clear, we will have a new motion at this time. 

THe SAME Memper: I so move. 

Dr. ALLEN T. Hinman (San Francisco) : I move 
that the charter for Madera County be approved at 
this time. 

. .. The motion was seconded. .. . 

SPEAKER CHARNOCK: It has been moyed and sec- 
onded that the charter for Madera County be ap- 
proved at this time. 

. .. The question was called for... . 

SPEAKER CHARNOCK: The question has been 
asked for and those in favor of granting the charter 
to the Madera group will signify by saying “aye” 
and those opposed “no.” 

. . . The motion was put to a vote and it was 
unanimously carried. . . . 
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SPEAKER CHARNOCK: Now, Dr. Craig, will you 
move the adoption of your report as a whole? 

Dr. Craic: Mr. Speaker, I move the adoption of 
the report of Reference Committee No. 3 as a whole, 
as amended. 

... The motion was seconded. . . . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we accept the report of Reference Com- 
mittee No. 3 as a whole, as amended. Those in favor 
will signify by saying “aye” and those opposed 
“no. 


. . . The motion was put to a vote and it was 
carried. ... 

SPEAKER CHARNOCK: It is received as a whole. 

Reference Committee No. 4 has no report. 

We are now open for new business as Secretary 
Daniels assures me there is no unfinished business. 
We will now come to new business and your propo- 
sition is now in order, Dr. Gibbons. 

Dr. Henry Grssons III (San Francisco): Mr. 
Speaker, the delegation from San Francisco has re- 
quested that we get permission from the House to 
allow publication of argument, both for and against, 
the resolutions introduced at this session to be pub- 
lished in CALIFORNIA MEDICINE and wish to present 
an emergency motion to that effect. Therefore, Mr. 
Speaker, I would like to have your ruling on that 
and make a request that we have a voie to allow 
this resolution to be presented. 

SPEAKER CHARNOCK: Will you read the resolu- 
tion and then we will call for a vote as to whether or 
not we will make this an emergency measure. The 
Chair will allow you to read it. 

Dr. Gippons: This is an emergency resolution 
requesting publication in CaLirorniA MEDICINE of 
material pertinent to resolutions introduced in this 
meeting of the House of Delegates: 

“WHEREAS, Resolutions introduced in this session 
need further study and discussion before being 
voted upon at the regular meeting; and 

“WHEREAS, Delegations or individuals presenting 
resolutions are able to furnish valuable data relative 
to their consideration; now, therefore be it 

“Resolved, That the Council of the California 
Medical Association be instructed to direct the Edi- 
tor of CaLirornia MEpIcINE to publish material 
submitted by proponents of resolutions with the 
space allocated to such argument to be determined 
by the Editor; and be it further 

“Resolved, That an identical privilege be extended 
to those who wish to present their opposition to reso- 
lutions; and be it further 

“Resolved, That all material, whether in support 
of or opposed to resolutions, be submitted to the 
Editor of CALIFORNIA MEDICINE not later than sixty 
days after the introduction of such resolution for 
publication in the next succeeding issues, and be it 
further 

“Resolved, that arguments, both for and against 
the resolutions, be written by a person or persons 
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suggested by Reference Committee No. 3 and ap- 
proved by the Editorial Board of CALIFORNIA MEDI- 
CINE. 


SPEAKER CHARNOCK: Thank you, Dr. Gibbons. 

The first question before the House is: Do you 
consider this an emergency measure? It will again 
require a two-thirds vote. Do I hear a motion to 
that effect? 

. .. It was moved and seconded that this be made 
an emergency measure. . . 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that we make this resolution an emergency 
measure. Those who are in favor will signify by 
saying “aye” and to the contrary, “no.” 

... A vote was taken on the motion. ... 


SPEAKER CHARNOCK: The Chair is again in doubt. 
Will you raise your hands as that is easier than 
standing. You are voting in favor of making this an 
emergency measure and those who are in favor will 
first raise their hands and then those who are against 
making this an emergency measure. 

. .. A vote was then taken on the motion by the 
raising of hands... . 


SPEAKER CHARNOCK: The motion has lost to make 
this an emergency measure and seeing that it came 
up sort of out of order, I should like unanimous 
consent to have it referred to Reference Committee 
No. 3. Is there any opposition to having it referred 
to Reference Committee No. 3? 

Dr. LEon PARKER (San Francisco) : I move that 
we amend the report of Reference Committee No. 3 
and that this be referred to Reference Committee 
No. 3 and to the Council. 

. .. The motion was seconded. . . . 

SPEAKER CHARNOCK: It has been moved and sec- 
onded and now we will hear from Dr. Remmen. 

Dr. E. T. REMMEN (Los Angeles) : I believe, Mr. 
Speaker, that this motion applies only to resolutions 
introduced at this session. May I suggest, as an 
amendment, that it also apply to resolutions which 
were introduced relating to the Constitution and By- 
Laws introduced at the last regular session. 

SPEAKER CHarnock: Dr. Remmen, I don’t quite 
get you. Are you making an amendment to the 
amendment? 

Dr. REMMEN: I meant it as amendment to the 
original motion, not as an emergency. 

SPEAKER CHARNOCK: Well, you are out of order. 
We have one amendment but you can amend that 
amendment. 

Dr. REMMEN: Well, it can be taken as an amend- 
ment to the amendment but I merely wanted the 
resolution to apply to all amendments to the Consti- 
tution and By-Laws which were introduced at the 
last session. 

SPEAKER CHARNOCK: Well, Dr. Remmen, there is 
this resolution by Dr. Gibbons which is an amend- 
ment to it. Let’s clear up the amendment to Dr. Gib- 
bons’ resolution and then will you present yours and 
we will vote on the amendment to Dr. Gibbons’ reso- 
lution. 
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Dr. Macoon: A point of order. Is it in order to 
refer to the Council a resolution that is not yet 
adopted by this House for either action or even in- 
formation ? 


SPEAKER CHARNOCK: It is in order to refer it to 
the Reference Committee. 

Dr. Macoon: Yes, but Dr. Parker’s amendment 
was to refer it to the Council and that is the point 
to which I take exception. 

SPEAKER CHARNOCK: That is a good point but I 
think that the Reference Committee can work that 
out. Is there any more discussion? 

A Memeer: A point of information. Is Dr. Gib- 
bons’ motion to be handled in the same way as the 
other resolutions before Reference Committee No. 3? 

SPEAKER CHARNOCK: Yes, the Chair will rule it is 
under new business. We had unanimous consent of 
the House to accept it. We are now voting upon the 
amendment. 

Dr. PaRKER: May I introduce an amendment to 
the amendment? 

SPEAKER CHARNOCK: You may, Dr. Parker. 


Dr. ParKER: This resolution instructs the Coun- 
cil to direct the Editor to publish this material re- 
garding these resolutions. Now, perhaps the Coun- 
cil doesn’t have anything to do about it but if you 
refer it to them or they are cognizant of it, I am sure, 
in fairness to democratic processes, that they are 
not going to see that anything else other than that 
is done. 


Dr. Asker: A point of order. I believe that the 
first motion was already referred to Reference Com- 
mittee No. 3; therefore, this which you call an 
amendment is a new motion to refer this to the Coun- 
cil. I don’t think it can be amended because you 
have already referred it to Reference Committee 
No. 3. 


SPEAKER CHARNOCK: Your point is well taken, and 
the Chair will rule that way, Dr. Parker. You may 
make a new motion, if you wish to, but Dr. Gib- 
bons’ resolution has already been referred to Refer- 
ence Committee No. 3 and if Dr. Parker wishes to 
make a new motion on that, he may do so. 

Dr. ParKER: Mr. Speaker, I move that Dr. Gib- 
bons’ resolution be referred to the Council for con- 
sideration and action. 

A Memeer: A point of order. Won’t this require 
a two-thirds vote, referring something to the Coun- 
cil and requesting the Council to do something? We 
can’t do it without the necessary two-thirds vote. 
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SPEAKER CHARNOCK: Well, Dr. Gibbons’ resolu- 
tion has gone to Reference Committee No. 3 and it 
will be held there and I understand that Dr. Parker’s 
motion will go to Reference Committee No. 3 also. 


Dr. Doucuty: The House has already expressed 
its opinion that it not be an emergency measure. Dr. ° 
Parker’s motion would subvert the will of the House, 
to make it an emergency measure. I therefore move 
that Dr. Parker’s motion be laid on the table. 

... The motion was seconded. . . . 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that Dr. Parker’s motion be laid on the table. 

. . . The motion was put to a vote and it was 
carried. ... 

SPEAKER CHARNOCK: Dr. Remmen. 


Dr. REMMEN: Mr. Speaker, since the original 
motion has already been referred to Reference Com- 
mittee No. 3, I don’t think I could make an amend- 
ment to it without moving to have it recalled from 
committee. I don’t think it that important. I just felt 
that all amendments to the Constitution and By- 
Laws before the House of Delegates, whether decided 
today or at the last session, could be accorded the 
same treatment and perhaps they could be without 
a formal motion. 


SPEAKER CHARNOCK: Is there any other new busi- 
ness to come before this House? If there is no new 
business, with the consent of the House, the minutes 
will be edited by the committee. 

At this time I want to thank the two scientific 
speakers who came before us yesterday and deliv- 
ered such marvelous addresses. 

I also want to thank the Reference Committee and 
the Credentials Committee; Reference Committee 
No. 1, Dr. Lambertson, Dr. Cheney and Dr. Dozier; 
Reference Committee No. 2, Dr. O’Neill, chairman, 
Dr. Howson and Dr. Carey; Reference Committee 
No. 3, Dr. Craig, chairman, Dr. Halley and Dr. 
Zumwalt; Reference Committee No. 4 who were 
here but had no work to do, Dr. Rosenow, Dr. Grae- 
son and Dr. Nelson. 

There being no further business to come before 
this House, I will declare a motion to adjourn. 

. . . It was moved and seconded that the meeting 
adjourn. ... 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that we adjourn. 

. . . The motion was put to a vote and it was 
unanimously carried. . . . 


SPEAKER CHARNOCK: We are now adjourned. 
... The Interim Session adjourned at 11:45 a.m.... 
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In Memoriam 


Batt, Joun D. Died in Santa Ana, December 20, 1951, 
aged 55, of coronary artery disease. Graduate of the Univer- 
sity of California Medical School, Berkeley-San Francisco, 
1922. Licensed in California in 1922. Dr. Ball was a mem- 
ber of the Orange County Medical Association, the Califor- 
nia Medical Association, and a Fellow of the American 
Medical Association. 


* 


Brown, Joun R. Died in Los Angeles, December 27, 1951, 
aged 83. Graduate of the University of Pittsburgh School of 
Medicine, Pennsylvania, 1899. Licensed in California in 
1924. Dr. Brown was a retired member of the Los Angeles 
County Medical Association, the California Medical Asso- 
ciation, and an Associate Fellow of the American Medical 
Association. 


+ 


CAMPBELL, CLayton C. Died in Long Beach, November 
22, 1951, aged 72, of cerebral vascular accident. Graduate of 
Central College of Physicians and Surgeons, Indianapolis, 
1904; Licensed in California in 1926. Dr. Campbell was a 
retired member‘ of the Los Angeles County Medical Asso- 
ciation, the California Medical Association, and a Fellow of 
the American Medical Association. 


* 


Fitzpatrick, CuHarLes P. Died September 1, 1951, aged 
56. Graduate of the University of Toronto Faculty of Medi- 
cine, Ontario, 1920. Licensed in California in 1944. Dr. Fitz- 
patrick was a member of the Los Angeles County Medical 
Association, the California Medical Association, and the 
American Medical Association. 


+ 


Focc, Epwarp S. Died in Wasco, December 26, 1951, aged 
84. Graduate of the University of Michigan Medical School, 
Ann Arbor, 1897. Licensed in California in 1910. Dr. Fogg 
was a retired member of the Kern County Medical Society, 
the California Medical Association, and an Associate Fel- 
low of the American Medical Association. 


+ 


Getston, CLain F. Died in San Francisco, November 28, 
1951, aged 60, of hemiplegia. Graduate of the University of 
California Medical School, Berkeley-San Francisco, 1915. 
Licensed in California in 1915. Dr. Gelston was a member of 
the San Francisco Medical Society, the California Medical 
Association, and a Fellow of the American Medical Asso- 
ciation. 


+ 


Hott, Carvin Z. Died in Palm Springs, November 29, 
1951, aged 62. Graduate of the University of Arkansas 
School of Medicine, Little Rock, 1912. Licensed in Califor- 
nia in 1925. Dr. Holt was a retired member of the Los An- 
geles County Medical Association and the California Med- 
ical Association. 


+ 


Laurence, Paut H. Died in Oxnard, December 3, 1951, 
aged 45. Graduate of Jefferson Medical College of Philadel- 
phia, 1932. Licensed in California in 1949. Dr. Laurence 
was a member of the Santa Barbara County Medical Society, 
the California Medical Association, and the American Med- 
ical Association. 


Lepyarp, Cory C. Died in Los Angeles, January 1, 1952, 
aged 68. Graduate of the University of Southern California 
School of Medicine, Los Angeles, 1906. Licensed in Califor- 
nia in 1906. Dr. Ledyard was a member of the Los Angeles 
County Medical Association, the California Medical Associa- 
tion, and a Fellow of the American Medical Association. 


+ 


Levi, Leo M. Died in Los Angeles, December 25, 1951, 
aged 50. Graduate of the Jefferson Medical College of Phila- 
delphia, 1927. Licensed in California in 1933. Dr. Levi was 
a member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


LoweLL, Max. Died in Piedmont, December 30, 1951, 
aged 57, of acute coronary occlusion. Graduate of Friedrich- 
Wilhelms Universitat, Medizinische Fakultat, Berlin, Prus- 
sia, 1921. Licensed in California in 1941. Dr. Lowell was a 
member of the Alameda-Contra Costa Medical Association, 
the California Medical Association, and the American Med- 
ical Association. 


+ 


Lynn, Isaac W. Died in Desert Hot Springs, November 
15, 1951, aged 80. Graduate of the Medical Faculty of Trinity 
University, Toronto, Ontario, 1904. Licensed in California 
in 1929. Dr. Lynn was a member of the Los Angeles County 
Medical Association, the California Medical Association, 
and the American Medical Association. 


+ 


McCartan, Epwarp L. Died in Los Angeles, December 
12, 1951, aged 54, of adenocarcinoma of the larynx. Gradu- 
ate of Creighton University School of Medicine, Omaha, 
1922. Licensed in California in 1936. Dr. McCartan was a 
member of the Los Angeles County Medical Association, the 
California Medical Association, and the American Medical 
Association. 


+ 


McEtuinney, Puiuip P. B. Died in Long Beach, Decem- 
ber 15, 1951, aged 58. Graduate of Jefferson Medical College 
of Philadelphia, 1920. Licensed in California in 1930. Dr. 
McElhinney was a member of the Los Angeles County Med- 
ical Association, the California Medical Association, and a 
Fellow of the American Medical Association. 


+ 


Outver, Harry R. Died in San Francisco, December 26, 
1951, aged 79, of carcinoma. Graduate of the Cooper Med- 
ical College, San Francisco, 1898. Licensed in California in 
1898. Dr. Oliver was a member of the San Francisco Medical 
Society, a life member of the California Medical Associa- 
tion, and a Fellow of the American Medical Association. 


* 


Rapzow, Kart H. Died in an automobile accident near 
Fontana, November 28, 1951, aged 34. Graduate of Western 
Reserve University School of Medicine, Cleveland, 1943. 
Licensed in California in 1950. Dr. Radzow was a member 
of the San Bernardino County Medical Society, the Califor- 
nia Medical Association, and the American Medical Asso- 
ciation. 
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Suea, Trmotuy T. Died in San Francisco, December 2, 
1951, aged 60, of coronary artery disease. Graduate of 
Stanford University School of Medicine, Stanford Univer- 
sity-San Francisco, 1915. Licensed in California in 1916. Dr. 
Shea was a member of the San Francisco Medical Society, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


SPERLING, SAMUEL N. Died November 10, 1951, aged 57. 
Graduate of Northwestern University Medical School, Chi- 
cago, 1927. Licensed in California in 1928. Dr. Sperling was 
a member of the Los Angeles County Medical Association, 
and the California Medical Association. 


% 
Stewart, Outver E. Died in Arcadia, December 14, 1951, 
aged 77. Graduate of the Hahnemann Medical College and 


Hospital, Chicago, 1902. Licensed in California in 1935. 
Dr. Stewart was a member of the Los Angeles County Med- 
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ical Association, the California Medical Association, and 
the American Medical Association. 


+ 


STRICKLER, FLorENcE Dun top. Died in San Francisco, 
November 21, 1951, aged 59, of coronary thrombosis. Gradu- 
ate of Stanford University School of Medicine, Stanford 
University-San Francisco, 1916. Licensed in California in 
1916. Doctor Strickler was a member of the San Francisco 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


+ 

Wuirtr, Marcus D. Died in Upland, November 27, 1951, 
aged 57, of carcinoma of the stomach. Graduate of Washing- 
ton University School of Medicine, St. Louis, Mo., 1920. 
Licensed in California in 1922. Dr. White was a member of 
the San Bernardino County Medical Society, the California 
Medical Association, and a Fellow of the American Med- 
ical Association. 


ie 
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(nestions and Answers about O. B.S. 


Question: Do family dependents of C.P.S. members 
have any coverage for medical care rendered either in 
the physician’s office or at home? 


Answer: No. Employee members are the only 
ones under C.P.S. contracts who are eligible for 
medical benefits in the physician’s office or at home. 
In many cases, family dependents do have medical 
benefits while hospitalized, commencing with the 
physician’s third visit to the hospital, but in no in- 
stances are medical benefits provided for depend- 
ents outside the hospital. 


Question: What types of congenital deformities are ex- 
cluded from C.P.S. contracts? 


Answer: Excluded from benefits under all C.P.S. 
contracts are obvious external congenital malfor- 
mations—such as club foot, hare lip, cleft palate, 
supernumerary digits, webbed toes and fingers, nevi. 


Question: I understand a new manual of instructions 
on the Veterans Home Town Care Program has been pre- 
pared. Is this for distribution to physician members? 


Answer: Yes, a new manual has been prepared to 
describe procedures pertaining to the Veterans Pro- 
gram. The initial distribution of the manual was to 
C.P.S. physician members who were currently treat- 
ing veteran patients, but any other physician mem- 
ber may obtain one by contacting any C.P.S. office. 


Question: Some of my billings for treatment of veter- 
ans have been returned to me for itemization of the first 
office visit, special procedures, etc. Why is this necessary 
when I indicated the date of the first office visit and pro- 
cedures to be performed when I submitted my request for 
authority to treat? 


Answer: The billing (Form 53) is the physician’s 
statement of services rendered. If initial visits, spe- 
cial procedures, etc., are not itemized, they appear 
only as dates and will be paid as if they were rou- 
tine—whereas itemization may result in an adjust- 
ment of the fee paid to the physician. 


Question: Under the recent procedure change in the 
Veterans Program, requests for non-emergency treatment 
are now to be made by the veteran instead of the physi- 
cian. Does this apply to follow-up treatment? 


Answer: No. The new regulation applies only to 
initial non-emergency requests. Requests for con- 
tinued treatment and initial prompt treatment are 
made by the physician, as in the past. Continued 
treatment is requested on Form 53-C, which is sent 
to the physician by C.P.S. in the middle of the month 
of the physician’s current authority. Initial prompt 
treatment is requested on Form 52, a supply of 
which is available for doctors’ offices. 


Physician Manual 


The importance of making full and correct use of 
the new Physician Manual is stressed by C.P.S. The 
manual recently was distributed to all C.P.S. phy- 
sician members’ offices for use by physicians and 
their office staffs in connection with C.P.S. billing. 

C.P.S. points out that it was not intended that 
the contents be memorized, but rather that the 
manual be used as a reference. Information in the 
manual is keyed directly to the C.P.S. identification 
cards which patients are required to show when 
obtaining professional services covered by their 
C.P.S. memberships. Code numbers are used on the 
cards to designate the benefits to which members 
are entitled, and these benefits are clearly outlined 
by code number in the manual. 

Thus, best results from the manual are to be 
derived by: ‘ 

a. Noting the code numbers on the patient’s iden- 
tification card; 

b. Referring to the manual for explanation of 
benefits designated by the code numbers; 

ce. Billing C.P.S. for services which are benefits 
of the member's coverage, and billing the patient 
directly for services not included in his coverage. 
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NEWS and NOTES 


NATIONAL °* 


ALAMEDA 

Dr. Charles E. Smith, president of the State Board of 
Public Health and Dean of the University of California 
School of Public Health, Berkeley, has been appointed to 
serve on the National Advisory Health Council, one of the 
several advisory councils of the National Institutes of Health 
which pass on applications for research and construction 
grants-in-aid aggregating about 100 million dollars annually. 


LOS ANGELES 


The Postgraduate Assembly and Convention spon- 
sored by the Alumni Association of the College of Medical 
Evangelists School of Medicine has been scheduled for 
March 2-4 at the Biltmore Hotel, Los Angeles. Attendance 
of 1800 is expected. In the official announcement it was said 
that the popularity of last year’s three-day “short 
courses,” held immediately following the assembly, 
prompted the Alumni Association to offer them again. Short 
courses in therapeutics, internal medicine, pediatrics, roent- 
genology, dermatology, psychiatry, surgery, otolaryngology, 
urology, proctology, anesthesiology, and obstetrics and gyne- 
cology are to be given on March 5-7. Educators of the West’s 
medical schools will serve on the faculty for these sessions. 
Further information may be obtained from Evelyn R. Stra- 
chan, managing director, 312 North Boyle Avenue, Los 
Angeles 33. 


* a me 


The University of Southern California Medical Extension 
Education will present a course in Essential Physics in 
Radiology to be given from March 10, 1952 to May 26, 1952 
covering x-ray, radium, and isotope radiation, and clinical 
applications to isotopes. This course will be offered every 
Monday evening from 8 to 10 p.m.; the first six lectures to 
be presented at the Los Angeles County Hospital and the 
last six at the Cedars of Lebanon Hospital. Further informa- 
tion may be obtained from Director, Medical Extension Edu- 
cation, University of Southern California School of Medicine, 
1200 North State Street, Box 158, Los Angeles 33. 


: RIVERSIDE 


Dr. James W. Long, of Hemet, was elected president of 
the Riverside County Medical Association, at the annual 
meeting of the organization in December. He succeeds Dr. 
Hugh Martin of Riverside. 


SACRAMENTO 


Dr. Dan O. Kilroy was elected president of the Sacra- 
mento Society for Medical Improvement at a meeting of the 
Society’s board of directors last month, and Dr. A. E. Ber- 
man was elected vice-president. Dr. Kilroy succeeds Dr. 
Milton V. Sarkisian. 

Dr. Frank G. Schiro was elected secretary-treasurer by 
ballot of the society members in December. 


SAN JOAQUIN 


Officers elected last month by the San Joaquin County 
Medical Society are: president, Dr. W. E. Longley of Tracy, 
who succeeds Dr. D. C. Harrington of Stockton; secretary- 


STATE ° 


COUNTY 


treasurer, Dr. F. A. McGuire; first vice-president, Dr. E. J. 
Gough; second vice-president, Dr. N. W. Demas. 


SAN MATEO 


Dr. Daniel W. Boudett of San Mateo has been installed 
as president of the San Mateo County Medical Society, suc- 
ceeding Dr. Harry F. Smith of San Bruno. Dr. Alf T. Hae- 
rem of Redwood City was elected president-elect and Dr. 
Bradley C. Brownson of San Mateo, secretary-treasurer, at 
the annual meeting of the society. 


TEHAMA 


Dr. Frank Townley of Corning has been elected presi- 
dent of the Tehama County Medical Society to succeed 
Dr. Donald E. Thompson. Other officers elected are Dr. E. R. 
Wilson, vice-president, and Dr. O. T. Wood, secretary, both 
of Red Bluff. 


Dr. James McDuffie of Corning and Dr. R. G. Frey of Red 
Bluff were named delegates to the California Medical Asso- 
ciation. 


VENTURA 


Dr. John Monahan of Oxnard was elected president of 
the Ventura County Medical Society at the recent annual 
meeting of the association. Dr. James Hunter of Ventura was 
elected to the newly created post of president-elect. He 
will succeed to the presidency in 1953. Other officers elected 
were Dr. Robert Williams of Camarillo, treasurer, and Dr. 
Frank Helbling of Ventura, secretary. 


YUBA-SUTTER-COLUSA 


At the December meeting of the Yuba-Sutter-Colusa Med- 
ical Society, Dr. Robert L. Ayers of Marysville was elected 
president, Dr. Charles B. Kimmel vice-president, Dr. Leon 
M. Swift secretary-treasurer, Dr. Stanley R. Parkinson dele- 
gate to the California Medical Association, and Dr. Joseph 
J. Salopek alternate delegate. 


GENERAL 


The Ninth Annual meeting of the Western Society of 
Electroencephalography will be held at Del Monte Lodge, 
Pebble Beach, California, March 2 and 3, 1952. 


* * ae 


The Eighteenth Annual Meeting of the American Col- 
lege of Chest Physicians will be held at the Congress 
Hotel, Chicago, June 5-8, 1952. A scientific program cover- 
ing all recent developments in the treatment of heart and 
lung disease is being arranged. 


* * * 


A Silver Anniversary will be celebrated this year by the 
California Society for Crippled Children, an organiza- 
tion composed of 45 county societies whose year-round work 
is financed almost entirely by funds received from the annual 
Easter Seal campaign. This year, the Easter Seal appeal will 
be conducted from March 13 through Easter Sunday, April 
13. 
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NEWS AND NOTES 


POSTGRADUATE EDUCATION NOTICES 


AMERICAN COLLEGE OF PHYSICIANS 


Gastroenterology : 


February 25-29 at the Stanford University School 
of Medicine and University of California School of 
Medicine, San Francisco. Co-directors Dwight L. 
Wilbur, M.D., F.A.C.P., and Theodore L. Althau- 
sen, M.D., F.A.C.P. 


This course will be a survey of recent and signifi- 
cant developments in gastroenterology. Emphasis 
throughout the course will be placed on gastro- 
intestinal physiology, biochemistry and pathology. 
The program will comprise didactic presentations, 
conferences, case presentations and panel discus- 
sions. Members of the faculty of the two medical 
schools will be supplemented by a few outstanding 
authorities from other institutions. 


Fees: A.C.P. members, $30; non-members, $60. 
Registration: Write to Mr. E. R. Loveland, execu- 
tive secretary, American College of Physicians, 4200 
Pine Street, Philadelphia 4. 


UNIVERSITY OF CALIFORNIA SCHOOL OF 
MEDICINE: UNIVERSITY EXTENSION, 
San Francisco 


Program for General Practitioners (continua- 
tion of course offered in 1951): 


March 10 through 14 at Mount Zion Hospital. 


Psychosomatic Medicine: 
March 17 through 21 at the Langley Porter Clinic. 


General Information: Detailed programs of courses 
will be mailed upon request. 


Fees will appear in detailed programs. Address all 
correspondence to Stacy R. Mettier, M.D., Head of 
Postgraduate Instruction, Medical Extension, Uni- 
versity of California Medical Center, San Fran- 
cisco 22, Calif. 


UNIVERSITY OF CALIFORNIA SCHOOL OF 
MEDICINE: UNIVERSITY EXTENSION, 
Los Angeles 


Third Annual Chest Disease Symposium: 
In cooperation with Los Angeles Trudeau Society, 
the Section of General Practice, Los Angeles 


The Navy is presenting the first course to be offered on 
the Pacific Coast in Medical Aspects of Special Weapons 
and Radioactive Isotopes, for Reserve Officers of the 
Medical Department. The course is being arranged by the 
Medical Reserve Representative of the Twelfth Naval Dis- 
trict and it will be given under the sponsorship of the U.S. 
Naval Dispensary, San Francisco. The course will convene 
at Building 127, Treasure Island, Monday, March 3 through 
Friday, March 7, 1952. Volunteer Reserve Medical, Dental, 
Medical Service Corps, and Nurse Corps officers residing in 
the 11th, 12th and 13th Naval Districts who desire to attend 
this course should submit their requests for active duty for 
training to the Commandant’s Office at the earliest date. 
Acceptance of orders to attend this course will not in any 
way increase the possibility of involuntary recall to active 
duty, it was announced. Medical officers of the Army and Air 
Force are invited to participate in this course. 


County Medical Association and the Los Angeles 
County Tuberculosis and Health Association. 
Fepruary 21 and 22 at the Los Angeles County 
Medical Association Building, 1925 Wilshire Blvd. 
Fee: $10, payable at time of enrollment, either by 
check or money order made payable to the Regents 
of the University of California. 

Requests for enrollment or applications for scholar- 
ships should be addressed to Dr. Sternberg, c/o 
Medical Extension, University of California, Los 
Angeles 24. 


Surgical Anatomy (854 AB): 


Starts February 13; meets consecutive Wednesdays 
from 7:30 to 9:30 p.m., in Room 108, Building 5F, 
U.C.L.A. School of Medicine, 10845 LeConte Ave- 
nue, Los Angeles. 


Fee: $75.00. 


Dermatology in General Practice (865): 


February 20 through March 26; meets consecutive 
Wednesdays from 2 to 4 p.m., in Conference Room, 
Dermatology Ward, B-Ground-East, General Med- 
ical and Surgical Hospital, Veterans Administra: 
tion Center, Los Angeles. 


Fee: $30.00. 


Applications or requests for information concerning 
them should be made to Thomas H. Sternberg, 
M.D., Head of Postgraduate Instruction, Medical 
Extension, University of California, Los Angeles 24. 


Medical Stenography: 
Starts February; includes 12 consecutive Friday 
meetings, 7:00 to 9:30 p.m., in Room 140, Educa- 
tion Building. 
University Extension class bulletin available on re- 
quest to campus office (BRadshaw 2-6161). 


COLLEGE OF MEDICAL EVANGELISTS, 
Los Angeles 


Postgraduate Assembly and Convention: 


March 2-4,- 1952, White Memorial Hospital, Los 
Angeles. 

Application blanks and brochures will be mailed 
to all California physicians. 


The Annual Spring Convention of the Oregon Academy 
of Ophthalmology and Otolaryngology will be held in 
Portland, March 24-28, 1952. Otolaryngology sessions are 
scheduled on March 24, 25, and the morning of March 26. 
Ophthalmology sessions will be held the afternoon of March 
26, and on March 27 and 28. Guest speakers are: Dr. Philip 
E. Meltzer, professor of otolaryngology at Tufts College of 
Medical School, Boston; Dr. Francis A. Lederer, professor 
of otolaryngology at the University of Illinois College of 
Medicine; Dr. Frederick C. Cordes, professor of ophthal- 
mology at the University of California School of Medicine, 
San Francisco; and Dr. William Hughes, professor of oph- 
thalmology at the University of Illinois College of Medicine. 
Dr. Cordes will present the third John E. Weeks Memorial 
Lecture in Ophthalmology. His subject will be “The Visual 
Prognosis in Diabetes.” 





Vol. 76, No. 2 


BOOK REVIEWS 


BENDER-GESTALT TEST, THE—Quantification and 
Validity for Adults. By Gerald R. Pascal, Ph.D., Research 
Psychologist, Western Psychiatric Institute and Clinic; 
Associate Professor of Psychology, University of Pitts- 
burgh; and Barbara J. Suttell, M.S., Associate Research 
Psychologist, Western Psychiatric Institute and Clinic. 
Grune and Stratton, New York, 1951. 274 pages. $6.50. 


The clinical psychologist is assuming an increasingly im- 
portant role as a colleague to the psychiatrist in diagnosis, 
research and treatment of psychological problems. He has 
gone a long way from being merely a psychometrician who 
determines only I.Q.’s. A test such as the Rorschach test 
is now so well known that the general public is quite aware 
of its place in the psychiatrist’s office. _ 


Not so popularly known is the Bender-Gestalt test which 
consists of nine simple designs each of which is presented to 
the patient for him to copy on a sheet of paper. It has been 
in use for several years as an instrument to estimate intelli- 
gence, psychological disturbances and, in particular, the 
results of cortical disease or injury. Until now, however, 
there have been only a few limited attempts to quantify the 
deviations from “normal.” The authors postulate that those 
deviations in an individual of normal intelligence without 
evident brain damage reflect his attitude toward reality and 
this attitude is a function of the integrative capacity of the 
organism. 


This volume describes the method of administration and 
scoring of the test; the data upon which the reliability of 
the test and scoring system are based, the manner in which 
standardization on a normal population was accomplished, 
and the test validity in a group of psychiatric patients, both 
neurotic arid psychotic. This last point is based on the 
assumption that psychiatrists.can accurately differentiate be- 
tween neurosis and psychosis, but such an assumption is not 
correct since even the definition of these terms is a contro- 
versial one. The authors have assumed, however, that in- 
patients were “primarily psychotic” and out-patients “pri- 
marily neurotic.” 


Many figures throughout the volume reproduce designs 
made by children, patients with cortical deficit, and indi- 
viduals with psychogenic disorders (manic-depressive psy- 
chosis, schizophrenia, and neurotic reactions). The signifi- 
cance of high, low, and fluctuating scores and of specific 
attitudes and deviations in the performance of the Bender- 
Gestalt test is thoroughly elaborated. 


A scoring manual is part of the text, definitions and evalu- 
ations of scoring deviations are described in detail, the 
authors’ score sheet is reproduced, and an atlas of 45 repre- 
sentative scored records is presented to facilitate the tester 
in developing reliable scoring methods. 


As in so many other psychological tests clinical judgment 
must be added to the quantitative scores of the Bender- 
Gestalt test if it is to be of predictive value in an individual 
case. “The quantification of the Bender-Gestalt test will, it is 
hoped, assist the clinician; it does not supplant the need 
for his art.” The test has the advantages of simplicity and 
speed of administration and if it is utilized as a part of a 
battery of procedures it may be useful in assisting in psychi- 
atric diagnosis and prognosis. As in other aspects of medi- 
cine a test is only as accurate and reliable as the person who 
administers and interprets it. The authors are to be com- 
mended for presenting a clear exposition of this psycholog- 
ical tool and of describing its advantages and limitations. 


THE PHYSIOLOGY OF THE NEW BORN INFANT— 
Second Edition. By Clement A. Smith, M.D., Associate Pro- 
fessor of Pediatrics, Boston Lying-in Hospital, Harvard 
Medical School. Charles C. Thomas, Springfield, Illinois, 
1951, 348 pages. $7.50. 


The second edition of “The Physiology of the New Born” 
is a book which will fill a large need for every physician 
who assumes responsibility for the care of the infant. To the 
student of medicine it presents our present knowledge of 
physiologic, metabolic and immunologic processes of the 
newborn and the important period of early infancy in a 
most clear, concise and critically evaluated manner. An effort 
has been made to present and integrate data obtained from 
studies of these processes on human subjects with those 
of animal studies. 

Further, the author’s rich background of clinical experi- 
ence and academic observations permit him to present a 
careful and critical evaluation of the significance of the phy- 
siologic and metabolic processes to disease states in infants. 
Each chapter is concluded with clinical applications of the 
academic observations. 


The chapters on water and electrolyte metabolism and 
renal physiology are unusually well presented and provide 
basic information of value to all physicians responsible for 
the medical or surgical care of infants. Newer knowledge of 
endocrine physiology and its relationship to homeostatic bio- 
chemical and physiologic adjustments of infancy are present- 
ed. The chapters on the fundamental aspects of nutrition 
and immunity of the infant have been reviewed in a practical 
manner. The bibliography for references is extensive. 


This book is a “must” to all students of medicine. Practi- 
tioners concerned with the care of infants will find a sound 
basis for the application of intelligent therapy to disease 
states of infancy. Obstetricians, particularly, will find this 
book of great value in understanding the limitations as well 
as the resistances to stress that reside in the physiologic 
and biochemical make-up of the infant. 

* * & 

CLINICAL PEDIATRIC UROLOGY. By Meredith Camp- 
bell, M.S., M.D., F.A.C.S., Professor of Urology, New York 
University Post-Graduate Medical School. With a section 
on Nephritis and Allied Diseases in Infancy and Childhood 
by Elvira Goettsch, A.B., M.D., Associate Professor of 
Pediatrics, University of Southern California School of 
Medicine; and John D. Lyttle, A.B., M.D., late Professor 
of Pediatrics, University of Southern California School of 
Medicine. W. B. Saunders Company, es 1951. 
1112 pages with 543 figures. $18.00. 


Pediatric urology differs from that in the adult, hence 
deserves a separate text for two reasons: It requires special 
instruments and techniques, and it deals mainly with anoma- 
lies and their sequelae. Twenty per cent of this handsome 
volume is exclusively devoted to anomalies and much of the 
remainder describes their influence in infection, calculous 
disease, etc. The author, who has limited himself to pediat- 
ric urology, bases his paragraphs and conclusions on his own 
observations and writes on each aspect of genito-urinary 
disease in children with authority. 

The discussion of each subject includes the practical 
points in diagnosis (with pyelographic depiction where pos- 
sible) and detailed directions for treatment. There is a whole 
chapter of illustrated operative procedures. This volume will 
be used by urologists and would be a valuable reference 
work for pediatricians. 
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TREATMENT OF ASTHMA—Somatic and Psychiatric— 
Edited by Harold A. Abramson, M.D., Associate Physician 
and Chief, Allergy Clinic, The Mount Sinai Hospital, New 
York. The Williams and Wilkins Company, Baltimore, 
1951. 751 pages. $11.00. 


This volume contains contributions on many aspects of 
bronchial asthma by 34 qualified allergists and scientists. 
Although the discussions do not harmonize into a text 
which presents a definite plan of diagnosis and treatment, 
an open-minded reading of the book will be stimulating and 
profitable to all physicians who face the challenge of bron- 
chial asthma. 

The first two chapters deal with present concepts of lung 
physiology. Ratner then summarizes the present knowledge 
of experimental asthma. Evidence concerning allergic reac- 
tions in animals other than man is well assembled by Wit- 
tich, Diagnostic tests are discussed by Peskin, who restates 
his original observations on non-reaction to skin tests in 
allergic disease caused by pollen. Rogers also comments on 
non-reaction to skin tests and stresses the fatalities which 
arise from intradermal testing, especially when previous 
scratch testing has not excluded definitely reacting aller- 
gens. Unlike Swinney, Rogers noted little success with test- 
negative «diets as compared with elimination and other trial 
diets in the diagnosis and control of allergic disease caused 
by foods. 

The diagnosis and treatment of disease caused by sensitiv- 
ity to pollens is well presented by Rockwell. Charts of pol- 
lens of major and secondary importance in various parts of 
the country might have been included. Of interest to some 
readers will be the chapters on the chemical nature of pol- 
len and dust allergens. 


Peskin’s discussion of the treatment of asthma in children 
is worthy of study. Of interest are two prescriptions said to 
be used by Dr. Gay of Mississippi. Death from morphine, 
Demerol and other opiates and the danger from any but 
light sedatives are well emphasized. 

Davidson commendably presents various methods for the 
study of food sensitivity. 

The importance of fluid and mineral balance in severe or 
intractable asthma is stressed in: an excellent chapter by 
Brown. His chapter on antihistamines properly minimizes 
their value in bronchial asthma. 

The otolaryngological aspects of asthma could have no 
better discussant than Hansel. 

Abramson’s previous contributions on inhalant and aero- 
sol therapy make up chapters on this subject. The discus- 
sion of the enhanced inhalant effect of epinephrine when 
combined with glycerol, the studies of the size of droplets 
and of various atomizers giving the best results, and espe- 
cially the chapter on aerosol therapy in infants and children 
by Joseph Miller are worthy of study. 

Cortisone and ACTH in asthma are carefully considered 
by Colfer. 

The chapters on bronchoscopy and especially on surgical 
operation in asthma might overly impress physicians, espe- 
cially those who treat few asthmatic persons, with the im- 
portance of these procedures. 

Finally the psychosomatic aspects of bronchial asthma 
are presented in chapters by Abramson, Miller and Baruch, 
Ross, and Wilson. 


* * * 


OPHTHALMOLOGY. By Arno E. Town, M.D., Professor 
of Ophthalmology, The Jefferson Medical College of Phila- 
delphia. 208 Illustrations and 4 colored plates. Lea & 
Febiger, Philadelphia, 1951. 511 pages. $10.00. 


Dr. Town, together with eleven contributors, has written a 
book on ophthalmology intended primarily for the present- 
day undergraduate and the general practitioner. The book 
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is well printed and has many excellent illustrations includ- 
ing four plates in color. Figure 11 on the slitlamp, however, 
is inverted so that it gives an erroneous impression of the 
position of the anterior “Y.” There are some new ideas in 
presentation that add to the value of the book. It has an 
excellent index. 

Certain chapters warrant special comment. The chapter 
on refractive errors discusses the subject with sufficient 
detail so that the student can understand the subject with- 
out wading through many technical and optical details. The 
chapter on the cornea is well written and organized. The 
table at the end of the chapter giving in outline form the 
etiology, clinical appearance, course and therapy should be 
particularly useful. Approximately 40 pages are devoted to 
the discussion of the ophthalmoscopic findings in retinal dis- 
ease. Under each disease or abnormality is listed the ophthal- 
mologist’s interpretation and the internist’s possible diag- 
nosis as based on ophthalmoscopic findings. The fundus 
drawings, mostly from the collection of Dr. E. B. Gresser, are 
good. The chapter on glaucoma is a concise, well-written, 
easily understood account of the disease, with a good 
description, in outline form, of the action of the various 
drugs used. The chapter on ocular changes in general dis- 
ease is an eight-page outline listing the disease with the 
ocular manifestations in the adjoining column. 

The standing orders for eye accidents and injuries for in- 
dustrial dispensaries are short and practical. 

The book is a good one and presents a little more detail 
than the usual student textbook on ophthalmology. While 
it was written primarily for the student and the general 
practitioner, the ophthalmologist will find it a convenient 
quick reference book in daily practice. 


* * * 


HANDBOOK OF OPERATIVE SURGERY OF THE 
STOMACH AND DUODENUM. By Claude E. Welch, M.D., 
Associate Visiting Surgeon, Massachusetts General Hos- 
pital; Clinical Associate in Surgery, Harvard Medical 
School. The Year Book Publishers, Inc., 200 East Illinois 
Street, Chicago. 1951. 349 pages. $8.50. 


The stated purpose of this book is to be a practical guide 
for younger surgeons. In the main it fulfills this aim. The 
book is compact in size and content, it is attractively bound 
and printed and contains a wealth of useful drawings. 

In a volume which makes an effort to be brief and con- 
fine itself to the important surgical procedures, too much 
space is given to the subject of gastrostomy, an operation 
which is neither required nor done as frequently as formerly. 
Seventeen pages and eight plates are devoted to a subject 
which could be greatly reduced in a book of this type. 

The excision of gastric and duodenal diverticula is well 
described and illustrated. It is disappointing to find included 
the description of the inversion procedure for diverticula. 
This procedure has no place in modern surgical therapy. It 
is unfortunate that the operations of cardioplasty and 
esophagogastrostomy are described for the treatment of 
achalasia. We know now that open plastic procedures on the 
cardia for achalasia are contraindicated whereas the Heller 
operation is simple and beneficial and apparently is not fol- 
lowed by «sophagitis and ulceration as is so frequently the 
case with the plastic procedures. 

The various types of gastric resection for both ulcer and 
cancer are well described and illustrated and the subject of 
the handling of the difficult duodenal stump is well covered. 

Most of the drawings are excellent. Only very few, namely: 
A, S, and T on plate 60, while adequate for their purpose, 
are not as pleasing to the eye as most of the others. 

The criticisms made are of relatively minor importance. 
In general the book is excellent; it is refreshingly simple in 
make-up and content and should prove popular in the group 
for whom it was written. 
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INFANT CARE—Children’s Bureau Publication No, 8— 
1951—Ninth Edition. By the Federal Security Agency, Su- 
perintendent of Documents, U. S. Government Printing 
Office, Washington 25, D. C. 145 pages. 20 cents. 


“Infant Care” has undergone another revision, bringing it 
up to date. This little pamphlet was first published in 1914 
and has had eight previous revisions. In its present form it is 
an excellent booklet for mothers. It is well written, it covers 
all the aspects of infant care both from the pediatric angle 
and from the psychiatric angle and is very well illustrated by 
attractive pictures. It should continue to spread its influence 
among parents in widely scattered areas of this country. 


* * * 


STATISTICS FOR MEDICAL STUDENTS AND INVES- 
TIGATORS IN THE CLINICAL AND BIOLOGICAL SCI- 
ENCES. By Frederick J. Moore, M.D., Associate Professor 
of Experimental Medicine; Frank B. Cramer, B.A., Re- 
search Fellow; and Robert G. Knowles, M.S., Research 
Associate, Department of Experimental Medicine, Univer- 
sity of Southern California School of Medicine. 11 Figures, 
16 Tables, 113 pages. The Blakiston Company, Philadel- 
phia, 5, Pa. 1951. $3.35. 


The authors have succeeded in condensing most of the 
pertinent data of the quantitative method in a single volume, 
which when augmented by appropriate lecture material and 
illustrated with examples from the field of biology, meets the 
minimum requirements of advanced students for a quanti- 
tative method of presentation of data which are subject to 
the influence of numerable variables. The authors have been 
most meticulous in the use of the terminology of biometry, 
often at the expense of clarity. This compact volume consti- 
tutes a vade mecum for a lecture course in the principles of 
the statistical method as conceived by the authors. 


The book is difficult to read because the publishers sacri- 
ficed clarity and readability for expediency and economy of 
production. This volume is suitable as a supplementary 
syllabus for intermediate students in the field of biometry. 


* * * 


MODERN MEDICATION OF THE EAR, NOSE AND 
THROAT. By Noah D. Fabricant, M.D., M.S., Clinical 
Assistant Professor of Otolaryngology, University of Illi- 
nois, College of Medicine, Grune and Stratton, New York. 
1951. 245 pages. $5.75. 


This book compresses considerable information, both fac- 
tual and theoretical, within its 245 pages. A short sketch of 
the anatomy, histology and physiology of the ear, -nose, 
throat and larynx is outlined at the beginning of each sec- 
tion. Bacteriology of certain diseases is given when indicated. 
Therapy, old and new, for all common diseases of the ear, 
nose and throat is detailed. There is a chapter on the mod- 
ern conception and therapy of headache. 


According to the author, “The book’s dual aim is to pre- 
sent both recent advances and time-tested experiences with 
drugs, not only from the standpoint of the specialist but 
from the point of view of the general practitioner.” In some 
ways this book is a “therapeutic review” rather than a book 
on advice in the practical application of medication of the 
ear, nose and throat. The therapy presented is abundant and, 
for the experienced specialist, serves possibly as a good 
reference work. For the general practitioner who does not 
have the opportunity of reading the specialty publications, 
it is a summary of what has been and is being used. If, 
however, the general practitioner consults this book for 
advice he may become confused. In one subject, for example, 
“Medication of Tinnitus,” the author names, in one para- 
graph, more than fifteen medicaments that have been re- 
ported as aiding tinnitus. He ends this paragraph by stating, 
“Unfortunately none of these agents can be consistently 
relied upon to give relief, but most of them can be tried.” 
Such a review, without separating the good from the bad, is 
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of limited help to the general man who seeks help. The 
value of future editions would be enhanced if the author 
used his or others’ experiences to summarize the most 
accepted therapy for each individual condition. 


This book is well organized, is read easily and, notwith- 
standing the above criticism, is recommended as a reference 
book for both the specialist and the general practitioner. 


* a * 


EATING PROBLEMS OF CHILDREN—A Guide for Par- 
ents and EATING PATTERNS OF CHILDREN—A Guide 
for Doctors and Nurses. By The National Association for 
Mental Health, Inc., 1790 Broadway, New York 19, N.Y., 
1951. One to 99 copies, 15c each; 100-999, $8.00 per hun- 
dred; 1000-4,999, $6.50 per hundred; 5,000-9,999, $5.50 
copies per hundred ; 10,000-24,999, $5.00 per hundred; and 
25,000 copies or more, $4.50 per hundred. 


Eatinc ProsLeMs oF CHILpREN—A Guide for Parents. 


This is an excellent pamphlet and should have extensive 
use in doctors’ offices. It touches on the important aspects of 
feeding problems both from the pediatric point of view and 
from the psychiatric point of view and is in such a readable 
form with such excellent illustrations that everyone should 
enjoy it. It should be a worthwhile supplement for doctors 
when they have such a problem. 


Eatinc PatTerRNs OF CHILDREN—A Guide for Doctors and 
Nurses. 


This second pamphlet, to accompany the first one, is like- 
wise an excellent pamphlet. It would probably serve a 
greater purpose in offices where either the doctors or nurses 
have not had pediatric education within the last ten years. 
At present most of these problems are discussed in the edu- 
cation for pediatrics both by doctors and by nurses and 
therefore are not as important to the group of specialists as 
it is for those people who must handle children when they 
have not had much training or experience with them. It 
should serve a very useful purpose in many situations. 


* * * 


SEX AND THE LAW —Morris Ploscowe. Prentice-Hall, 
Inc., 70 Fifth Ave., New York. 310 pages. $3.95. 

In this book a distinguished jurist considers every form of 
sexual activity with which the law concerns itself. There is 
presented a history of the law of marriage, divorce, and 
annulment, as well as a general discussion of criminal sex- 
uality. Of real value are the author’s recommendations for 
constructive amendment of these laws. 

This work will be of particular interest to criminologists, 
legislators, sociologists, and psychiatrists. 


* * & 


A DOCTOR’S PILGRIMAGE—Edmund A. Brasset, M.D., 
s cS Lippincott Company, Philadelphia, 1951. 256 pages. 

In Henry V, the bard observed, “There is occasions and 
causes why and wherefore in all things.” A diligent search 
of this well printed book fails to disclose even a slender clue 
as to the “occasions and causes” of its composition or publi- 
cation. The good doctor’s career blooms slowly through the 
usual forest of weeds, and is beset by miscellaneous bad 
weather in the form of difficult patients, matrimony, off- 
spring, postgraduate education and (we assume) success. 


Here and there in the book there are slender insertions of 
medical advice, but no additions ‘to the world’s wit or 
wisdom. 

The bard first named also composed Henry IV, and in that 
he observes, “If reasons were as plenty as blackberries, I 
would give no man a reason upon compulsion.” This is not 
the blackberry season. Perhaps it is even not the autobiogra- 
phy season. 





